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Treatment of Peptic Uleer 


The objective of current therapy 
is protection of the stomach and duodenum 
from the acid-pepsin attack 


JAMES M. NORTHINGTON, M.D., Editor 


Peptic ulcer is the product of an 
abnormal physiology, characterized 
by inability of localized areas of the 
gastroduodenal mucosa to withstand 
the digestive action of acid gastric 
juice. In duodenal ulcer, the outputs 
of HCl are 2- and 3-fold greater 
than normal; the hypersecretion is 
continuous, persisting in the absence 
of the usual stimuli for gastric secre- 
tion, that is, between meals and dur- 
ing the night. In gastric ulcer, the 
output of acid is normal or less than 
normal; secretion is intermittent 
rather than continuous; however, 
tissue resistance is greatly dimin- 
ished, and the gastric mucosa is vul- 
nerable to small amounts of acid and 
pepsin. Chronic peptic ulcer occurs 
only in persons capable of secreting 
HC]. It develops only in those 


areas of the GI tract exposed to the 
acid—the distal end of the esopha- 
gus, the stomach, the first portion of 
the duodenum, the jejunum in a pa- 
tent gastroenterostomy and Meckel’s 
diverticulum containing acid-secret- 
ing gastric tissue. The permanent 
elimination of HCl would solve 
the problem of peptic ulcer, regard- 
less of psychiatric, neurovascular, 
hormonal, dietetic or other consider- 
ations. Since there is no acceptable 
method for inducing complete and 
permanent anacidity in man, the ob- 
jective of current therapy is protec- 
tion of the stomach and duodenum 
from the acid-pepsin attack. 


After laying this foundation, Kirs- 
ner! goes on to describe a practical, 
sensible management. 


Initially, 3 or 4 oz. of equal mix- 
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ture of whole milk and cream are 
administered hourly during the day 
and evening. Protein and carbohy- 
drate supplements are added if a 
gain in weight is desired; skimmed 
milk may be substituted in the 
obese patient. Additional feedings 
include soft boiled-eggs, toast, but- 
ter, cooked cereals, creamed soups, 
puddings, custards, plain cookies, 
ice cream and gelatin desserts. In 
the absence of gastric retention, the 
feedings are increased rapidly from 
3 to 6 daily. This schedule, after sev- 
eral weeks, is replaced by a liberal 
3-meal diet of bland foods, with the 
smallest meal in the evening. 


CALCIUM CARBONATE 


The most potent antacid is calcium 
carbonate. Doses of 2.0 or 4.0 grams 
hourly during the day and evening 
will maintain the pH or the gastric 
contents between 4.0 and 5.0, and 
eliminate both acid and peptic activ- 
ity. Constipation, the chief disad- 
vantage of calcium carbonate, may 
be prevented by substitution of 
magnesium carbonate one teaspoon 
as often as necessary. Calcium car- 
bonate may, rarely, cause moderate 
alkalosis, increased serum calcium 
and temporary depression of renal 
function—usually in men with gas- 
tric hypersecretion, pre-existing re- 
nal impairment, and a history of the 
prolonged ingestion of large amounts 
of milk and sodium bicarbonate. 
Symptoms subside promptly after 
the discontinuance of milk and al- 


kali and the increased intake of 
fluids. ° 
Intragastric drip of milk and 


cream and aluminum hydroxide or 
phosphate neutralizes HCl, and may 
be administered for periods of 12 
hours during the night or continu- 
ously throughout the 24 hours for 7 
or 10 days (seldom necessary). 


1. J.B. Kirsner, M.D., Ph.D., Chicago, Jl lowa State 
Med. Soc. 44: 239, June, 1954. 
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Antacids usually are administered 
for long periods of time. The hourly 
schedule gradually reduced to sey. 
eral times daily, between meals and 
at bedtime. Tablets are less effective 
than powders. The neutralizing ac. 
tion of antacids depends upon pro- 
longed use in large amounts, but 
even then the excessive nocturnal 
gastric secretion in duodenal ulcer 
is not controlled easily. Most pa. 
tients are reluctant to continue the 
program indefinitely. These consid. 
erations emphasize the need for po- 
tent gastric antisecretory com- 
pounds, permitting a more libera 
dietary and antacid regimen and yet 
more effective control of the acid 
gastric secretion. 


Atropine and synthetic atropine 
substitutes are not potent inhibitor 
of gastric secretion, and are prone 
to produce side effects. 

Banthine in adequate quantities 
IM inhibits gastric secretion ten- 
porarily. Banthine orally, in doses 
of 50 or 100 mg., 4 times daily, 
though decreasing GI motility, is 
much less effective in lessening free 
acid; side reactions are frequent. Re. 
currences of peptic ulcer have been 
observed during therapy. Prantal, 
300 or 400 mg. by mouth daily, is 
well tolerated, but its inhibitory 
effect upon gastric secretion i 
slight. The more potent of the new 
compounds induce more side effects 
although the individual tolerance is 
exceedingly variable. They should 
be helpful in controlling gastric acid- 
ity, at least by reducing gastric mo- 
tility, permitting a longer period 
of interaction between alkali and 
acid. Anticholinergic drugs are con- 
traindicated in the presence of pyle 
ric obstruction, gastric retention, 
prostatic hypertrophy, cardiospasm 
and incipient glaucoma. 

Nightly aspiration of the stomach 
with an Ewald tube, in cases gastrit 
retention, removes large amounts 
acid which otherwise would bathe 
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the ulcer and maintain its chronic- 
ity. Aspiration is highly effective in 
relieving ulcer distress. Quantities 
of sodium, potassium, chloride and 
fluids are lost in the large gastric 
aspirates. Frequent measurements 
of the serum electrolytes, the fluid 
intake and output, and the urinary 
excretion of chloride are necessary 
in patients aspirated repeatedly. 


ROENTGEN iRRADIATION 


As an adjunct to antacid therapy, 
roentgen irradiation of the stomach 
has been utilized. No harmful ef- 
fects to 1,200 patients, during a per- 
iod of 17 years, either during or long 
after the irradiation. The inhibitory 
effect upon gastric secretion is quite 
variable, HCl returns in most cases; 
in a few cases the anacidity is per- 
manent. Occasional patients remain 
completely well indefinitely; more 
often, symptoms recur but they are 
less severe than preceding the ir- 
radiation and they respond promptly 
to medical treatment. In those pa- 
tients in whom gastric secretion is 
unaffected, the clinical course after 
treatment is unchanged. Mild roent- 
gen irradiation of the acid-secreting 
area of the stomach has been helpful 
in chronic recurrent peptic ulcer. 

“Moderate” smoking seems per- 
missable in those deriving great 
pleasure from the habit. Excessive 
smoking is injurious, and patients 
accustomed to smoke a great deal 
should discontinue completely. 

The differentiation of benign and 
malignant gastric ulcer, though dif- 
ficult, is possible in most cases when 
all diagnostic methods are utilized. 
Thorough medical treatment is justi- 
fiable when the total evidence indi- 
cates a benign process and when the 
patient can be re-examined at fre- 
quent intervals. The “therapeutic 
test” may be continued for 3 to 8 
weeks, provided that re-study con- 
tinues to demonstrate a benign pro- 
cess. There is no conclusive evidence 


of the malignant transformation of 
originally benign gastric ulcers. Re- 
currence after medical treatment 
may be anticipated in at least 50% 
of cases. Partial gastric resection is 
successful in 80 to 90%. The resec- 
tion of gastric ulcer is indicated un- 
der the following conditions: (a) 
inability to exclude neoplasm; (b) 
ulcers on the greater curvature of 
the stomach, though many of these 
lesions now are known to be be- 
nign; (c) perforation; (d) frequent 
recurrences; (e) recurrent hemor- 
rhage; and (f) delayed gastric emp- 
tying, secondary to pyloric stenosis 
or to contraction of the lesser curva- 
ture. 

Medical therapy is indicated in 85 
or 90‘% of cases. Surgical treatment 
is necessary in 10 or perhaps 15% of 
patients with peptic ulcer, but pri- 
marily for the complications and 
rarely for the lesion. 


RECURRENCE 


The failure of an ulcer to heal or 
its recurrence during haphazard 
treatment does not represent true 
intractability, for under proper ther- 
apy the ulcer does heal. Failure of 
the patient to maintain adequate 
therapy is responsible for therapeu- 
tic failure in some cases. In the 
truly intractable peptic ulcer treat- 
ment usually effective fails to re- 
lieve distress, promote healing or 
prevent complications. The immed- 
iate cause may be stenosis and de- 
layed gastric emptying, or may be 
penetration of the ulcer into adja- 
cent tissues. The fundamental prob- 
lem, as in the pathogenesis of the 
lesion, seems to be inadequate con- 
trol of acid secretion and decreased 
tissue resistance. 

Peptic ulcer recurs with almost 
any type of therapy that fails to 
eliminate HCl completely and per- 
manently. The tendency may be de- 
creased by (1) complete healing of 
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At last, the many advantages of intramuscular 
administration of a broad-spectrum antibiotic 
have been fully realized. ACHROMYCIN, since 

its recent introduction, has been notably 
effective in oral and intravenous dosage forms. 
Now, after clinical testing, it is definitely proved 
highly acceptable for intramuscular use. 
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usefulness of ACHROMYCIN, the broad-spectrum 
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ACHROMYCIN Intramuscular is available in 
vials of 100 mg. 
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subsequently; (2) continued use of 
bland diet; (3) practical antacid 
therapy; (4) avoidance of alcohol, 
tobacco, ACTH, cortisone, phenyl- 
butazone and excessive amounts of 
salicylates; (5) sufficient rest and 
sleep; (6) prompt treatment of res- 
piratory infections and other ill- 
nesses; (7) resumption of careful 


dietary and antacid therapy during 


Carbomycin in the Treatment of 
Enterococcal Urinary Tract 
Infections 


By and large the patients received 
2 Gm. of carbomycin orally as 2 
capsules of 250 mg. each 4 times a 
day for one week. Although there 
was frequent bacteriologic sterility 
after 3 days of therapy, carbomycin 
was continued for an additional 4 
days to complete the regimen. Sev- 
eral patients with chronic urinary 
infections associated with noncor- 
rectable uropathy were able to re- 
main symptom-free for 2 to 3 months 
on a maintenance dose of 2 capsules 
of 250 mg. each a day. At 2 Gm. a 
day against a sensitive organism, 
carbomycin was initially effective in 
the majority of cases. 


In the last few years, enterococci 
resistant to sulfonamides, penicillin, 
and other antibiotics have been en- 
countered with increasing fre- 
quency. S. faecalis was the variety 
of Enterococcus chiefly encountered. 
Carbomycin, having been found ex- 
perimentally selective for gram-po- 
sitive organisms and of low toxicity, 
was considered a likely antibiotic 
for clinical treatment of gram-posi- 
tive infections. The majority of 
these cases were pure enterococcal 
infections at institution of carbo- 
mycin therapy. A number of them 
had originated as mixed infections 
with “nonspecific” prostatitis or ure- 
thritis or chronic upper-urinary- 
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active ulcer and careful supervision 
periods of unavoidable tension or 
intercurrent illness; and (8) identi- 
fication and control of the emotional 
problems. Mild sedation with bar. 
biturates or bromides, vacations, 
pleasant recreational activity, and 
the support provided by the inter. 
ested, friendly physician are of vast 
importance. 


tract infections in which other bac- 
teria had been eliminated by previ- 
ous treatment with other drugs. 


The response to carbomycin in 
several instances was dramatic, 
showing a marked clinical improve- 
ment with bacteriologic sterility af- 
ter 3-days’ therapy on 2 Gm. per 
day, only 7 of the 52 cases showed 
complete cure — no recurrence of 
any microorganism. 

A significant number of cases de- 
veloped a gram-negative infection 
following carbomycin therapy. 

Carbomycin was found to be gen- 
erally effective against enterococci 
encountered in urinary tract infec- 
tions, including those that were re 
sistant to penicillin. In this series en- 
terococci sensitive to carbomycin did 
not develop resistance. 


Carbomycin was well tolerated in 
doses of 2 Gm. or less per day. 
Diarrhea and anorexia were the 2 
most common complaints. At the 
therapeutic level of 2 Gm. a day, 
diarrhea occurred in 50% of the 
cases, sufficiently severe to modify 
or interrupt treatment in 15% of 
the cases. Anorexia occurred in 25% 
of the cases, while gassy indigestion 
and malaise occurred sporadically. 


H.M. Trafton, H.E. Lind, 


Antibiotics & Chemother 
apy, 4:43, 1954. 
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ORIGINAL ARTICLES 


Treatment of Burns 


Use of Modified M.C.V. ointment with 
adequate occlusive pressure dressing is 
described as an effective treatment 


CHARLES HAMILTON LUPTON, M.D., F.A.CS., F.LCS., 


Norfolk, 


Virginia 


The mortality rate from burns is 
still far too high, even in our better 
hospitals. World War II stimulated 
research in the management of 
burns, and in the past 15 years the 
great improvement has been in the 
general treatment. 

The greater part of the contro- 
versy resolves itself around the lo- 
cal treatment. There is still lack of 
agreement as to how much blood to 
give in the early or shock phase, 
and as to the value of ACTH and 
Cortisone in the treatment of 
burns. 

Severe burns are surgical emer- 
gencies, and general-and local treat- 
ment should be carried out prompt- 
ly, best by a trained team. Certain 
members of the team should im- 
mediately start giving blood, plas- 
ma, electrolytes, etc., the while oth- 


er members are carrying out the 
local treatment. 

Factors determining the serious- 
ness of a burn include: location, ex- 
tent and depth, age of patient, time 
since inflicted, general condition of 
patient; and causes of the burn. Us- 
ually any patient with as much as 
8 to 10% of the body surface in- 
volved in a third-degree burn, or 
any patient with 15 to 20% of the 
body surface involved in a deep sec- 
ond-degree burn, presents a grave 
problem. This applies particularly 
if the patient is very young, very 
old, debilitated, or if the burns in- 
volve the extremities. 

At first examination it is often 
impossible to determine the depth 
of burns, usually by the 10th to the 
14th day the depth of the entire 
burned area can be determined. 
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Some surgeons at this time per- 
form biopsy of the deeper burns to 
determine their depths; if hair fol- 
licles and sebaceous glands are pre- 
sent it is evident that epithelization 
will take place. Over-estimation of 
the extent and depth of the burned 
area is common. Lund and Browd- 
er’s modification of Berkow’s meth- 
od for determining the extent of 
the body surface burned in adults is 
recommended: 


Anterior Trunk 
Posterior Trunk 
Buttocks 
Genitalia 


Forearms 


19 
19 


14 
7 


40 
Note: The palm represents slightly less 
than 1% of the body surface. 


I have now had nine years ex- 
perience with the following plan of 
treatment of burns of the young, 
the old, the poorly-nourished, and 
some badly-infected. The most ex- 
tensive deep blistering burn to be 
recovered from involved 58% of 
the body surface. 


USE OF MC.V. OINTMENT 


The local treatment consisted of 
Modified M.C.V. Ointment applied 
without debridement and _ under 
strict aseptic conditions with pres- 
sure dressings, early skin grafting, 
infrequent dressings. The general 
treatment consisted of giving plas- 
ma and blood supplemented with 
electrolytes to prevent or combat 
shock; oral administration of elec- 
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trolyte-alkaline solution unless con. 
traindicated, sufficient fluids to ob. 
tain a urinary output of 100 ce. daily. 
a high-carbohydrate and _ high-pro- 
tein diet (200 gm. or more daily) 
with adequate vitamins, particularly 
the vitamin B complex and vitamin 


This method of treatment is stil] 
in use except for minor changes, and 
with such advancements and _ inm- 
provements in the management of 
burns as have been reported by 
others. 


TREATMENT 


The local treatment of burns in- 
cludes: 


(1.) Agents and dressings applied 
to the burned areas, or the open 
treatment; (2.) Early plastic treat- 
ment; and (3.) Late plastic treat- 
ment. 


The general treatment is divided 
into three stages: 


(1.) Early, during shock or the 
potential-shock period; (2.) Inter- f— 
mediate; and (3.) Late. : 

Local treatment. When Modified § 
M.C.V. Ointment and compression 
dressings are used locally, the need 
for debridement is practically elim- 
inated. On the other hand, if pe 
troleum gauze and _ compression 
dressings are used locally and if the 
patient’s general condition justifies 
it, debridement with morphine anal- 
gesia may be indicated, but no an- 
esthetic should be given. With pe 
troleum the gauze should be ex- 
tremely fine-meshed, and only one 
layer should be used; otherwise, 
there will be considerable macera- 
tion of the tissues. 

Extensive debridement of early 
burns is not necessary to prevent 
severe infections, if the local method F 
to be described is employed early. f 
The practice of giving these criti 
cally ill patients an anestheic is to 
be condemned. 
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URINARY-TRACT 
INFECTIONS 


High where height counts,! SuLrosE 
blood levels foster antibacterial action 
where therapy counts—within the 
infected tissue of the urinary sys- 
tem.2 For SULFOSE promotes clinical 
response through the potent additive 
attack of three sulfapyrimidines (sul- 
fadiazine, sulfamerazine, sulfametha- 
zine), characteristically high in blood 
and tissue concentrations. 


Low where lowness counts, SULFOSE 

is low in toxicity, low in renal risk 
. provides three independent sul- 

fonamide solubilities for protection 

against crystalluria.* 

Suspension SULFosE—triple sulfona- 

mides suspended in a special alumina 


gel base for complete dispersion and 
ready absorption. Indicated in all 
infections due to sulfonamide-sensi- 


tive organisms. 


Supplied: Suspension Sutrose, bottles 
of | pint 

Also available: Tablets SuLFose, bottles 
of 100 and 1000 


Each teaspoonful (5 cc.) of Suspension 
and each Tablet contains 0.167 Gm. each 
of sulfadiazine, 
famethazine. 


sulfamerazine, and sul- 


1. Jawetz, E.: California Med. 79:99 (Aug.) 
1953. 2. Cecil, R.L., and Loeb, R.F.: Textbook 
of Medicine, W. B. Saunders Co., Philadelphia, 
1951, pp. 963-967. 3. Sophian, L.H., and 
others: The Sulfapyrimidines, Press of A. Colish, 
New York, 1952. 4. Berkowitz, D.: Antibiot. 
& Chemo. 3:618 (June) 1953. 


FOR SUPERIOR BLOOD LEVELS’ 
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Soap and water are used for 
cleansing these wounds, only if there 
is much dirt, etc., then a soap con- 
taining hexachlorophene should be 
used. We excise devitalized tissue 
that is partly detached, and gently 
remove loose dirt with cotton balls 
soaked in saline solution. We never 
open blebs at the time of the origi- 
nal dressing. If there is delay in 
carrying out the early general treat- 
ment shock may rapidly ensue, or if 
already present it may progress un- 
til irreversible changes take place. 

Whenever possible, burns should 
be dressed in a special room used 
for that purpose, with an exhaust fan 
to help free the air from contamin- 
ation; or ultraviolet light may be 
used instead. If sloughs of any par- 
ticular extent are to be removed, 
the patient should be dressed in the 
operating room, surgeons and nurses 
wearing caps, masks, sterile gloves 
and gowns, and observing a sterile 
technic. The patient should be 
masked. 

M.C.V. Ointment is so soft that 
it does not adhere well to the deep- 
er burns in warm weather; therefore 
the modificaton: 


Sulfanilamide (finely powdered) ... 
Peanut Oil 8.0 
Cold Cream (Eli Lilly & Co., #25) .. 
Lanolin 

White Wax 


With an aseptic technic, the local 
treatment is as follows: 


1. Modified M.C.V. Ointment is 
thickly applied to the entire 
burned area and to 1 inch or 
more of the adjacent unburned 
skin. 


. A layer of Kerlix gauze (Cur- 
ity) is then applied. 


. One or two large thick pads, 
consisting of fine gauze, cotton, 
cellulose and waterproofing 
material on the outer side, are 
applied. 


4.~A wide elastic bandage is ap 
plied. Stockinet of single thick. 
ness may be used instead of the 
Ace bandage; it is excellent fo 
holding these dressings in 
place. 


When the patient is unco-opera i 
tive, there is often difficulty in keep 
ing the dressing on the body, in 
which event we sometimes use :— 
many-tailed binder. In addition, wi 
place stockinet over the entire dress. 
ing. This has been most helpful inf 
keeping the dressings in place. 

To obtain adequate compression 
without constriction it is necessary 
to have a thick and “fluffy” dress. 
ing. When bandaging an extremity 
mg pressure must be greater distal- 
y: 

Frequent dressings delay healing 
and increase the chance of infe- 
tion. Infections of second-degree 
burns may result in complete loss of fh 
the involved skin. 


ANALGESIC EFFECT 


This type of dressing with modi-¥ 
fied M.C.V. Ointment has a quick 
analgesic effect, patients remain 
comfortable, and the need for sede 
tives and hypnotics is much reduced. 
There is slow absorption of the sul- 
fanilamide from the ointment, and 
the blood concentration, even in ex- 
tensive deep burns, remains lov, 
therefore, it is not necessary to de 
termine sulfanilamide blood levels. 
Sulfonamides should not be given 
by other routes. It is often surpris- 
ing how much healing will have tak- 
en place at the time of the first 
change of dressing. 

It is not advisable to use this oint- 
ment longer than two or at most 
three weeks. If preparation of the 
deep burns for grafting cannot be 
started at the end of that time, some 
other method of local treatment 
without sulfonamides should be sub- 
stituted. For badly infected late 
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burns we know of no method that is 
ntirely satisfactory. Using this 
ethod in a number of cases of 
oderate infection, the results have 
been much better than was antici- 
pated. Furacin has been reported as 
satisfactory in the treatment of in- 
ected burns. In such burns we of- 
en apply a wet dressing of saline, 
others we frequently use 0.5% 
acetic acid. We use penicillin for all 
ected burns; in addition, we use 
pureomycin, dihydrostreptomycin or 
erramycin, depending upon the 
sensitivity of the organisms present. 
Many surgeons are convinced that 
retrolatum gauze with compression 
dressings and sulfonamides given 
orally or IV will accomplish the 
ame results as the method just des- 
ribed. There are three reasons why 
odified M.C.V. Ointment with 
ompression dressings will give bet- 
er results: (1) the ointment places 
he sulfanilamide in direct contact 
ith the devitalized tissues that 
annot be reached by the circulat- 
g blood; (2) the dressings can be 
emoved without producing bleed- 
ng of consequence; (3) the patient 
s more comfortable. 


To use modified M.C.V. Ointment 
jith compression dressings is to be 
impressed with its efficacy. 

During the past few years some 
surgeons have been omitting oint- 
ments, etc., from the burned area 
and applying dry gauze with com- 
pression dressings for ten to four- 
een days. If at the end of this per- 
iod the burned area is not ready for 
grafting, they apply Aureomycin 
ointment. This method deserves fur- 
her trial. 


OPEN TREATMENT 


The open treatment of burns is a 
method with which all general prac- 
itioners and general surgeons 
should be familiar. In disasters it 

ay be the only feasible method, but 
here are certain disadvantages: 
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1. It is not applicable when the 
entire circumference of the 
body is burned. 


. An extremity requiring treat- 
ment must be suspended. 

. A certain amount of restraint 
has to be placed upon the pa- 
tients (particularly the young- 
er ones), because if much mo- 
tion takes place, cracks will oc- 
cur in the burned surface and 
infection will follow. 

4. Much nursing care is required. 


Aureomycin powder is used local- 
ly in the open treatment by Evans 
et als. 

The advocates of the open method 
particularly recommend it for the 
treatment of burns of the face, the 
genitalia, the buttocks, one surface 
of the body and the extremities. 

I have observed only two cases 
of sensitivity to modified M.C.V. 
Ointment; neither of the patients 
had received adequate fluids, and 
one was badly dehydrated. In a 
very small percentage of cases, heal- 
ing has appeared somewhat delayed, 
but this has been observed even 
more frequently with all other meth- 
ods of local treatment that have been 
used. Regardless of the local method 
of treatment employed, it should be 
stressed that the patient must be 
maintained in a state of good nutri- 
tion; otherwise, healing will be de- 
layed. 


DEEP BURNS 


Early plastic treatment. Deep 
burns should be grafted as soon as 
the burned area can be brought into 
a healthy condition, ordinarily start- 
ed by the 10th to the 14th day, earl- 
ier whenever possible. The most sat- 
isfactory dressing for a deep burn is 
a split-thickness skin-graft. 

For removing very thin sloughs 
apply saline dressing daily. Surgi- 
cal excision is the preferred method 
for removing thicker sloughs. 
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Dermatome split-thickness grafts 
of about 0.10 inch are preferred. 
Under the most favorable conditions, 
90 to 95% should take. Pinch grafts 
are occasionally indicated for deep, 
small burns. When there is difficul- 
ty of obtaining sufficient large auto- 
grafts, they should be cut the size 
of postage stamps and separated % 
to % inch. For extensive deep burns 
when sufficient of these grafts can- 
not be obtained, isografts (hemo- 
grafts) should be placed between 
the autografts. 


Anemia should be cured before 
grafting. If there has been a respir- 
atory burn, grafting must be de- 
layed. Sodium pentothal supple- 
mented with cyclopropane is per- 
haps the best of anesthetics if a 
spinal anesthetic cannot be used. 
Early splinting of joints prevents 
contractures. The hand should be 
placed in the position of function 
when it is to be bandaged for several 
days. The patient should not be ex- 
posed to sudden changes of tem- 


perature, and during grafting it is 
important that only minimal expo- 
sures be made, as there is a strong 
tendency to shock. The blood lost 


during the operation must be 
promptly replaced. 

Late plastic treatment of burns is 
concerned with the correction of 
contractures, cutaneous defects and 
deformities, or perhaps with the re- 
moval of thin grafts that were ap- 
plied simply to cover a granulating 
surface. Therefore, the grafts used 
must be thicker,  split-thickness 
grafts of 0.02 inch. In the case of 
certain contractures and scars, the 
Z plastic and releasing incisions are 
extremely useful. In some instances 
a pedicle graft will be necessary. 
After oozing from the donor sites 
has been controlled, the sites should 
be dressed in the same way as a 
burned area. It is essential to keep 
the patient in a good nutritional 
state. Cold cream, or lanolin and cold 
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cream should be applied to th 
burned area as soon as healing | 
completed to prevent drying, cvack 
ing and irritation of the skin. 
General Treatment. There mist } 
no delay in carrying out the ear} 
general treatment. When the patier 
is first seen he complains of pain anj 
thirst and is often shaking as thougi 
he had a chill. The more severe; 
burned patients are given mo: 
phine on admission, in case of shod 
IV and in reduced dosage. It i 
practically never necessary to giv 
morphine, regardless of the exten 
and degree of the burn, after apply 
ing Modified M.C.V. Ointment. 


LABORATORY PROCEDURES 
AND URINALYSIS 


When laboratory facilities an/ 
personnel are adequate, blood should 
be collected immediately for deter- 
mination of blood volume, hemato- 
crit reading, hemoglobin level, ery- 
throcyte count, values for plasm 
proteins and blood chlorides ané 
CO. combining power of the blood 
These laboratory procedures ani 
urinalysis should be repeated on 
or more times daily during the firs 
48 to 72 hours. The Rh factor shoul 
be determined before repeated 
transfusions of blood are given. 


This method of local treatmen' 
can be carried out with minimal lz 
boratory procedures. When labore 
tory facilities and personnel are lin- 
ited, as they frequently are, particu 
larly in the smaller hospitals, th: 
hematocrit reading, the value fu 
hemoglobin, the erythrocyte count 
the levels of blood chlorides am 
plasma proteins and the output ¢ 
urine, together with the clinical con- 
dition of the patient, can serve # 
a good guide to fluid therapy. 

Burned patients are carefully ob 
served for signs and symptoms of im- 
pending shock before the blood pres 
sure begins to fall. The blood pres 
sure and pulse are recorded every 
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B half-hour for the first 24 hours or 
until the danger of shock has passed. 


Primary shock occurs, caused by 
pain, fright, injury, etc., develops 
promptly, while true or secondary 
shock usually develops slowly. There 
is little capillary permeability in 
cases Of primary shock, as it does 
not produce hemoconcentration. The 
loca! treatment described almost im- 
meciately relieves the pains and 
chilly sensations; so is an important 
factor in preventing shock. 

Secondary shock seldom occurs 
under two or three hours except 
with the more severe burns, and 
may be detected early by slight he- 
moconcentration and a diminished 
output of urine. 

Shock should be anticipated in 
any patient with as much as 20% 
of the body surface involved in sec- 
ond-degree burns, or 10‘% in third- 
degree burns. Therefore, immediate 
steps should be taken to prevent it. 
Shock may occur in children or de- 
bilitated persons with as little as 
10°¢ of the body surface involved 
in a deep blistering burn. Oxygen 
is indicated in the treatment of 
shock. 


BLOOD TRANSFUSIONS 


Transfusions of blood are essen- 
tial in the early or shock phase of 
severe burns. Main reliance in com- 
bating or preventing shock should 
be placed upon blood supplemented 
with adequate amounts of electro- 
lytes. As much as 1,500 ce. of blood, 
or more, may be indicated for the 
most severe burns during the first 
24 hours. When anemia and hypo- 
proteinemia occur, there should be 
no delay in giving frequent blood 
transfusions. 

During the first two days, and 
particularly during the shock phase 
of severe burns, considerable edema 
is observed. In the period between 
48 and 96 hours there is usually 
considerable re-absorption and cau- 


tion must be observed not to give 
too much fluid. In case of respira- 
tory burns this caution is also im- 
portant, as too much fluid may re- 
sult in pulmonary edema. 


URINE OUTPUT 


The output of urine is the best 
guide to the adequacy of the fluid 
intake. Enough fluids should be giv- 
en to maintain a urinary output of 
about 1000 cc. daily. Every effort 
should be made to have the patient 
take an adequate amount of fluids 
and electrolytes by mouth. When 
this cannot be accomplished, the 
fluids and electrolytes should be giv- 
en through a duodenal tube, provid- 
ed there is no vomiting or other con- 
traindication. Tube feedings are be- 
ing used more frequently as it is 
often difficult to keep such a patient 
in a state of good nutrition by oral 
feedings alone. 


If the patient is able to take food 
orally during this early period, the 
diet should be soft; a high-carbohy- 
drate, high-protein diet, with ade- 
quate amounts of vitamins. If the 
patient cannot tolerate a diet of suf- 
ficient proteins, then IV proteins 
should be supplied. A determined 
effort should be made to have these 
patients gain weight. 


Intermediate and late general 
treatments are the same, except that 
there is more urgency in carrying 
out the intermediate. Most diets 
during these periods of healing are 
too low in proteins, carbohydrates 
and vitamins. The patient should 
take the full diet, as that, with fre- 
quent blood transfusions, is the most 
effective way to maintain satisfac- 
tory nutrition. Liver (administered 
parenterally) and iron are usually 
indicated if the burn is severe. At 
least weekly determinations of the 
hematocrit reading, plasma protein 
level, erythrocyte count, hemoglob- 
in content and the value for blood 
chlorides will be necessary. 
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Toxemia may occur early, before 
infection of any consequence, but it 
is always increased by infection. If 
the burn is not too deep and exten- 
sive, and the patient is seen early 
and treated adequately by the meth- 
od outlined, toxemia is not ordin- 
arily a great problem. When toxemia 
with high fever develops it should 
be treated promptly and energetical- 
ly. 


CONCLUSIONS 


1. Burns are surgical emergencies. 
Early general and early local 
treatments should be carried out 
promptly and simultaneously. 


.The extent and depth of the 
burns should be recorded on the 
first examination and the pro- 
gress of the burns noted at all 
subsequent dressings. 


. Modified M.C.V. Ointment with 
adequate occlusive pressure 
dressing is an excellent method 
of local treatment. These dress- 
ings should not be changed often. 
This method can be employed 
with minimal laboratory proced- 
ures. 


.Debridement of severe and ex- 
tensive burns is to be condemned. 


. When second-degree burns in- 
volve as much as 20% of the 
body surface, shock should be 
anticipated. Shock may develop 
with as little as 10% of the body 
surface involved in deep blister- 
ing burns, particularly in chil- 
dren*or debilitated persons. 


& 


6. Transfusions of blood are indi 
cated in the early treatment ¢ 
burns, regardless of the hems 
tocrit reading. The main reliane 
in the prevention and treatmen 
of shock should be placed upm 
blood supplemented with electro. 
lytes. 

7. Plasma’s main usefulness is dur. 
ing the first 72 hours, and most o 
it should be given in the first 1? 
hours. 

8. Large quantities of electrolytes. 
alkaline solutions are usually in- 
dicated, and whenever possible 
they should be given by mouth 

9.A high-carbohydrate, high-pro- 
tein diet with adequate vitamins 
are essential until healing take 
place and throughout the plastic 
surgical procedures. Satisfactory 
healing will not be obtained iff 
the patient continues in a poor 
state of nutrition. 

. Infections may be a serious prob- 
lem in the presence of neglected § 
second-degree burns or extensive 
third-degree burns. When sec- 
ond-degree burns are seen early § 
and treated by the method out- 
lined, infections are not ordin- 
arily of major importance. 


. The grafting of deep burns should 


be started early, usually not later #>« 


than the 10th to 14th day, with 
split-thickness grafts. 

.For the correction of contrac 
tures and deformities, use split- 
thickness (thick) grafts: Z plas 
tics, releasing incisions and ped- 
icle grafts as indicated. 


CLINICAL MEDICINE 





ORIGINAL ARTICLES 


ardinal Principles of Therapy in Otitis 


xterna 


This disease is usually of bacterial 
origin and specific drug therapy is indicated 
on the basis of species-sensitivity 


J. W. McLAURIN, M.D., Baton Rouge, Louisiana, Depariment of 
Otolaryngology, Tulane University of Louisiana School of Medicine 


In the South and southwest United 
States otitis externa sometimes con- 
stitutes as much as 40% of an oto- 
laryngologic office practice. The 
problems inherent in it are often 
ompounded by the methods used to 
control it. The errors are twofold: 
the patient is given something to put 
into his ear, and is never seen again 
in that office, though he is seen later 
in other offices; or he is given one 
thing after another to put into his 
ear and is kept under treatment un- 
til dermatitis medicamentosa is add- 
ed to the original pathologic pro- 
cess. 

These errors of management arise 
on two bases: the disease is regarded 
as too inconsequential to deserve 
any special consideration, or the 


physician treating it knows too lit- 
tle concerning it. 


THE ESSENTIAL FACTS 


The facts of otitis externa are es- 
sentially as follows: ! 


The external ear is a wedge- 
shaped blind canal, lined with epi- 
thelium, widely exposed to external 
infection. It is constantly moist, the 
surface covered with debris because 
the skin is in a constant state of 
maceration, and the regional glands 
secrete cerumen, upon which certain 
microorganisms will grow. 

The most commonly recognized 
cause is trauma, which may range 
from unconscious fingering of the 





1. McLaurin, J.W.: Otitis externa: The facts of the 
matter. J.A.M.A., in press. 


August, 1954 607 


2 
= 
“a 
— 
om 
= 
ved 
= 
od 
ie 
“f 
J 
“e 
ue 
t 





part to the introduction of foreign 
objects. Uncleanliness is often a fac- 
tor, even in the high social strata. 
Bacterial infection is far more fre- 
quent than fungous infection. Al- 
teration of the pH value from acid 
to alkaline, combined with trauma, 
is the primary explanation of most 
cases of otitis externa. 


Classification is on two grounds, 
whether the disease is bacteriologic 
or fungous, and whether it is acute, 
subacute, chronic or _ recurrent. 
Many patients have already had 
some sort of treatment, professional, 
amateur or both, when they are 
first seen, and once treatment is in- 
stituted, the picture changes. 


GENERAL PRINCIPLES OF THERAPY 


The 


therapeutic fundamentals 


may be stated about as follows: 

1. Treatment must be as brief as 
is consistent with the elimination 
of infection and the restoration of 
the external aural canal to a normal 
status. Treatment that lasts too long 


is attended with two risks, that sen- 
sitization may occur and that the 
patient may lose patience and dis- 
continue therapy. On the other 
hand, short cuts frezuently defeat 
the purpose of treatment. The pa- 
tient should therefore be warned at 
the first visit that this is an obstin- 
ate disease, that treatment may take 
a considerable time, and that he will 
simply be inviting recurrence of the 
condition if he discontinues it as 
soon as clinical improvement occurs. 


2. Treatment must be such that 
the patient can carry it out himself. 
The patient must be impressed with 
the importance of applying it pre- 
cisely as directed, provided him 
with written directions and given a 
demonstration of how to carry them 
out. He must be warned to discon- 
tinue treatment when he is told to 
do so, and not to resume it until he 
has seen the physician if symptoms 
should recur. One way to accom- 
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plish this is to write prescriptions 
small quantities. 

3. Underlying and predispos 
causes must be sought for and q 
rected. Lack of cleanliness, failure 
dry the ears, and fingering of { 
ears or the introduction of extra 
ous objects into them are all reg 
ily subject to correction. Allergi 
anemia, and vitamin and endocr 
deficiencies are also correctible. 


4. Before any form of therapy 
carried out, obstructing debris ; 
cerumen must be removed — par! 
to discourage the growth of micr 
organisms, partly to produce t 
acid reaction which discourag 
their growth, and partly to perm 
the medicament to come into dir 
contact with the diseased area. F 
cleansing the external ear, my py 
ference is for irrigations of tap w 
ter or alcohol, followed by dryi 
with compressed air, if many 
cleansing is not possible. If irrig 
tions cannot be tolerated, wicks 
Burow’s solution will accompli 
the desired result. Cleansing mu 
be carried out under adequate j 
lumination, with gentle and delibet 
ate manipulations. No matter ho 
carefully it is done, it is often 
painful process. 

5. The second preliminary step 
the relief of pain or discomfort, } 
aspirin, codeine or similar drugs.! 
pain is considerable, good resuli 
often follow small applications 
x-ray,” preferably 100 r, applic 
through a cone no larger than 2) 
cm. in diameter. If one application: 
not successful, it should not be 
peated. 


SPECIFIC THERAPY 


Because otitis externa is usual! 
a bacterial disease, specific theray 
is usually indicated. Any of the nef 
drugs should be used on the basis « 
2. McLaurin, J.W.: The use of roentgen rays 

small dosages for the relief of pain in inflamm 


tions of the external car. Laryngoscope 58 
$27 (April) 1948 
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species-sensitivity. A precise diag- 
nosis is of great importance, but an 
otologist of experience may safely 
begin treatment without cultural 
studies. They must be carried out, 
however, if clearcut improvement is 
not evident within 48 to 72 hours 
after treatment has been begun. If 
a culture was originally run and 
specific treatment instituted on the 
basis of the results, it should be re- 
examined and a second culture tak- 
en, particularly if the patient has al- 
ready been treated by various 
specific agents, since the microor- 
ganisms originally present may have 
been replaced by others, against 
which other agents must be used. 
Cultures cannot be taken correctly 
by persons not thoroughly at home 
in the ear. The exudate must be ob- 
tained under direct vision, under 
sterile precautions, by a technique 
that ensures absence of contamina- 
tion. It must be streaked on the 
slide at once. 

The usual report is that the flora 
is mixed, with some particular type 
predominating. If Staphylococcus 
predominates, a coagulase test is 
run; if it is positive, the organism is 
considered pathogenic and some 
agent is selected to which gram-posi- 
tive organisms are susceptible; if 
it is negative, the organism is re- 
garded as a saprophyte and treat- 
ment is directed toward the mixed 
gram-negative organisms present. 


SENSITIVITY TESTS 


Sensitivity tests are carried out 
with practically all of the antibiotics 
and sulfonamides now available, as 
well as with aerosporin, cresatin and 
the new Otomosan. This may seem a 
vast undertaking. With the filter- 
paper methods now at hand, the 
tests are easily performed and the 
costs are not great. 

Other important principles of 
specific therapy are as follows: 

1. Whatever agent is. selected 
should have an acid pH. 


2. Aqueous solutions are generally 
preferable: they are effective and 
easy to apply; they do not inhibit 
the agent employed, as some salves 
and ointments do. The absence of 
other components makes the inter- 
pretation of good results and poor 
results a simple matter. It also simp- 
lifies the interpretation of reactions 
to therapy. Many patients with oti- 
tis externa are highly sensitive to 
drugs. If a reaction occurs with an 
aqueous solution, however, the ve- 
hicle can be excluded with no delay. 

3. The agent must be brought into 
direct contact with the site of infec- 
tion—the external canal must be 
cleansed, it must be kept clean, and 
it must be filled with the solution 
at each treatment. 


4. The concentration employed 
must be high enough to be promptly 
effective. Otherwise, drug resistance 
will be added to other difficulties of 
management. Because of the misuse 
of these agents it is increasingly like- 
ly that the microorganisms present 
will already be resistant and that 
high concentrations will be required 
to destroy them. A number of the 
microorganisms present in otitis ex- 
terna now respond to only a limited 
number of antibiotic and other 
agents, and there is no response at 
all to many of the drugs tested.' 

5. If the agent is properly selected, 
and if it is applied according to the 
principles outlined, the usual infec- 
tion can be brought under control 
within 5 days or less. If it is not con- 
trolled by this time, additional cul- 
tural studies are indicated, but to 
continue treatment with the same 
agent is to invite sensitization and 
dermatitis medicamentosa. The best 
way to restore the external auditory 
canal to its normal physiologic stat- 
us is the prompt cessation of active 
therapy and the institution of gen- 
eral hygienic measures. If the di- 
sease began as a dermatitis or as an 
allergic reaction, treatment should 
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be directed toward these conditions, 
but they will not be benefited by the 
use of specific treatment intended 
for other purposes. 

Generally speaking, sulfamylon is 
the drug of choice when a sensitivity 
test has not been run. It is also the 
most generally useful agent when 
there are no indications for other 
special therapy. Its bacterial range 
covers practically the whole spec- 
trum. It is not harmful to any of 
the body tissues. It retains its activ- 
ity in the presence of pus and blood. 
It is not affected by changes in the 
acidity of the environment. It is rela- 
tively nontoxic. It is highly soluble, 
which is a most important consider- 
ation, since only the soluble portion 
of a drug is active. It has an acid 
pH, and increased acidity usually 
persists after the acute infection has 
subsided. 

Gantrisin possesses many of the 
advantages of sulfamylon. Penicillin 
is useful when furunculosis is a fea- 


Treatment of Malaria Patients 


For the treatment of the acute at- 
tack of benign tertian and quartan 
malaria in adults the oral adminis- 
tration of 1 gm. (15 gr.) of quinine 
daily suffices; this dose should be 
given as long as the fever lasts and 
for 5 days after. Young children and 
those who are unable to swallow 
tablets, may be treated with the 
tasteless quinine  ethylcarbonate, 
100 mg. daily for each year of their 
age. 

For antirelapse treatment the 
author advocates a combination of 
1 gm. quinine and 15 mg. prima- 
quine daily, for 10 to 14 days. 

In subtertian malaria the acute 
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ture of the disease, but it must never 
be used topically. Aureomycin or 
chloramphenicol may be used with 
it as a dusting powder. Sensitivity 
quickly occurs when penicillin is 
used topically. Streptomycin should 
be used only after sensitivity testing, 
though a reaction is unlikely unless 
the patient is primarily allergic to 
it. Neomycin, Aureomycin and sul- 
fanilamide are all useful topically. 
Neomycin is particularly effective in 
Pseudomonas infections, which tend 
to be extremely obstinate. Terra- 
mycin and chloramphenicol are use- 
ful in the office as dusting powders 
in cases treated otherwise only by 
dry wicks. Chloramphenicol should 
not be used systemically because of 
its possible hemolytic effect. Aero- 
sporin and bacitracin are used as 
ointments; bacitracin is unstable in 
any other form. New Otomosan must 
be used with caution; it is effective 
in fungous infections, but many pa- 
tients are sensitive to it. 


attack is treated in the same way 
as in benign tertian malaria, but 
in pernicious cases a slow initial IV 
injection of 0.5 gm. of quinine may 
be required to save life. 

No antirelapse treatment is re- 


quired in subtertian (falciparum) 
malaria. If the blood film shows 
crescents these may be destroyed by 
giving quinine combined with prin- 
aquine. However, as long as there 
is fever only quinine should be ad- 
ministered, and when the tempera- 
ture has become normal treatment 
with quinine plus primaquine should 
be instituted. : ; 
C.W.F. Winckel, Nederlands Tijdschr. voor Genee 
skunde, 97:1912, 18, 1953. 
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ORIGINAL ARTICLES 


The Management of Syphilis 


The presence of positive serologic 
tests for syphilis (STS) does not necessarily 
indicate the presence of active syphilis 


EVAN W. THOMAS, M. D., New York State Department of Health, 


and the Department of Medicine, New York 


University-Bellevue 


Medical Center, New York 


The treatment of syphilis is now 
relatively simple but the interpreta- 
tion of serologic tests for syphilis — 
the decision as to whether or not 
treatment is needed — still leaves 
much to be desired and demands 
knowledge of modern concepts of 
the disease. As this article will 
stress, the presence of positive sero- 
logic tests for syphilis (STS), does 
not necessarily mean the presence of 
active syphilis. The serology of sy- 
philis, however, cannot be discussed 
apart from some understanding of 
the disease itself. Physicians are fa- 
miliar with the terms early and late 
syphilis; it is important to recognize 
that these two classifications are not 
merely chronological divisions, but 
that they differ fundamentally in 
their clinical and immunological as- 
pects. 


EARLY ACUTE STAGE 


The early stage represents the 
initial reaction of body tissues to 
the Treponema pallidum. It consti- 
tutes an acute, relatively benign di- 
sease during which the treponemes 
become abundant and are distribut- 
ed throughout the body. The pri- 
mary lesion occurs at the site of 
infection; the secondary lesions are 
the initial reactions of tissues to 
treponemes carried to them by the 
blood and lymphatics. The early le- 
sions contain many treponemes but 
they are always self-limited and, as 
a rule, heal without scar tissue. The 
long incubation period of early le- 
sions can be explained in part by the 
slow multiplication of treponemes — 
which divide only once in every 30 
or more hours — but unknown fac- 
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tors in the human host also influence 
the time after infection when lesions 
appear. Not only do the early lesions 
have a long incubation period, but 
also the “antibody” reagin that is 
demonstrated by standard STS is 
not found, as a rule, prior to 4 weeks 
and usually not for 5 to 8 weeks af- 
ter infection. A chancre may develop 
before the STS becomes positive, 
but by the time secondary lesions 
appear the STS are always positive, 
usually in high titers. 

An unknown percentage of in- 
fected individuals have no demon- 
strable early lesions and others have 
such insignificant signs and symp- 
toms as to neglect seeking medical 
care — an unfortunate fact that 
makes complete control of the di- 
sease unlikely for years to come. In 
such cases the only means of diag- 
nosis during the early years of in- 
fection are positive STS and his- 
tories. As a result many infections 
are not found until the acute stage 
of the disease is over. 


STS BECOME NEGATIVE 


Following successful treatment of 
seropositive primary syphilis, the 
STS become negative within a few 
months to a year in over 95 per cent 
of cases, but 20 per cent or more of 
patients treated with secondary sy- 
philis, after a marked fall in STS 
titers within the first few months, 
can be expected to have low STS 
titers for more than one year. The 
available evidence indicates that this 
prolonged seropositivity in low titers 
does not mean active syphilis, or 
even a continuation of the infection. 
At any rate, abundant data prove 
that no therapy hastens the rever- 
sal of these low-titered tests. 

When treatment of early syphilis 
fails to destroy all of the treponemes, 
relapse usually occurs within the 
first year. Relapse is always asso- 
ciated with marked, sustained rises 
in STS titers from previous levels, 
and in some 80 per cent of cases 


612 





with the recurrence of acute, dark. 
field positive lesions. Following suc. 
cessful treatment of early syphilis 
reinfection may occur at any time — 
before or after the STS have become 
negative. Reinfection, like relapse, is 
followed by marked rises in STS 
titers and in most cases by darkfield 
positive early lesions. 


LATE CHRONIC STAGE 


Within a maximum of two years 
after an untreated infection (and 
oftentimes in less than two years) 
the body develops an altered reac. 
tivity to the T. pallidum which 
marks the beginning of the late or 
chronic stage. Late lesions, when 
they occur, are chronic and destruc. 
tive; they heal with scar tissue and 
usually treponemes are found in the 
lesions with great difficulty. The 
mechanism by which the infecting 
organisms are kept in such small 
numbers is unknown. Probably at 
least 60 per cent of infected individ- 
uals never develop demonstrable 
late lesions, but it is impossible to 
ascertain these individuals in ad- 
vance. Whether or not demonstrable 
late lesions occur, once the infection 
has completed the acute stage, it is 
most unlikely that acute, darkfield- 
positive lesions will ever again de- 
velop. In other words, the altered 
reactivity of tissues to the T. palli- 
dum is permanent in most cases and, 
if reinfection occurs after cure of 
late syphilis, it will not be followed 
by acute darkfield-positive lesions 
We know less about the possibility 
of reinfection after cure of late than 
of early syphilis, but, in all prob- 
ability, reinfection is possible in 
some cases, and it is probably asso- 
ciated with sustained rises in STS 
titers. Unfortunately, however, fol- 
lowing treatment of late syphilis, at 
least 65 per cent of patients will con- 
tinue to have positive STS for 1! 
years or more, and fluctuations in 
STS titers are not uncommon in al- 
rested cases. Therefore, re-treat- 
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ment is not advised, in the absence 
of clinical signs of progression or 
relapse, unless the increased STS 
titers persist for several months. 


SYPHILITICS REAGIN 


It must always be remembered 
that STS are used to demonstrate a 
presumed non-protective antibody 
known as reagin which is found in 
gamma globulin. Reagin is not spe- 
cific for syphilis. Biologic false posi- 
tive STS occur, but, in the absence 
of laboratory aids such as the newly 
developed treponemal immobilizing 
body test, which is not available for 
routine use, it is extremely difficult 
to determine persistently positive 
biologic false positive STS. Low STS 
titers do not necessarily preclude 
active syphilis, and antisyphilitic 
treatment is advised in previously 
untreated patients with persistently 
positive STS. However, treatment 
should never be based solely on the 
patient’s or physician’s desire to re- 
verse positive STS. Not only will 
persistently false positive STS re- 
main positive by treatment, but also 
so will the tests of most patients 
treated for late syphilis. 

In general the longer the duration 
of the syphilis, the longer the STS 
remain positive after the disease has 
been arrested or cured. No physician 
would regard a positive tuberculin 
skin test as active tuberculosis, with- 
out other evidence of activity. Yet 
many patients are treated repeated- 
ly for syphilis because of the persis- 
tence of pésitive blood tests. Over- 
whelming proof exists that the STS 
remain positive for long periods in 
patients whose syphilis has been 
permanently arrested or cured. At- 
tempts to reverse the tests in such 
cases by antisyphilitic treatment are 
not only futile, but also misrepresent 
the facts to patients, who should 
always be told that positive STS, 
following treatment, do not in them- 


selves mean a continuation of the 
disease. 


The physician who treats even a 
single case of syphilis should be 
aware of how little is known about 
reagin. In known syphilitics the var- 
ious serologic tests used to demon- 
strate reagin, often give different 
results. Discrepancies between the 
titers of different tests are common, 
especially in late syphilis. Also, fol- 
lowing treatment, fluctuations in ti- 
ters may occur in arrested cases. In 
a series of 213 patients followed-up 
for more than 5 years after success- 
ful treatment of neurosyphilis, fluc- 
tuations in STS titers occurred in 9 
per cent of patients under observa- 
tion at Bellevue Hospital. By fluc- 
tuations I mean titers which changed 
appreciably from time to time dur- 
ing the prolonged follow-up. The 
rises in titers were not persistent—a 
marked rise was followed within a 
month or more by a fall, in spite of 
the absence of re-treatment. It is 
probable that in these cases some 
factors other than syphilis influenced 
the production of reagin. The 
marked discrepancies in titers be- 
tween different tests suggest that 
reagin is a complex substance rep- 
resenting more than one antibody 
or that some inhibiting substance 
in the blood serum affects one test 
more than another. 

In view of the foregoing observa- 
tions, it is obvious that more is 
needed for the intelligent manage- 
ment of syphilis than a mere knowl- 
edge of the results of STS. As with 
other chronic infections, the most 
important diagnostic aim is deter- 
minaton of the activity of the di- 
sease. For this purpose, the STS 
are of very limited value. 


ACTIVITY OF LATE SYPHILIS 


It must be admitted that the ac- 
tivity of late syphilis in many cases 
is extremely difficult, if not impos- 
sible to determine. Obviously, we 
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know nothing about the activity of 
asymptomatic late syphilis that is 
diagnosed solely by persistent posi- 
tive STS. As previously mentioned, 
such cases, when previously untreat- 
ed, should be treated as a precau- 
tionary measure, unless biologic 
false positive tests can be proved 
with the aid of such tests as the tre- 
ponemal immobilizing antibody test. 
Latent syphilis, however, should not 
be treated in the expectation of ob- 
taining negative STS. Treatment is 
given only to arrest the disease in 
case hidden activity is present, and 
there is good reason to believe that 
this purpose can be achieved in most 
cases with 6,000,000 units or less of 
penicillin. It is also unfortunately 
true that the activity of cardiovascu- 
lar syphilis can rarely be deter- 
mined. The diagnosis is usually pos- 
sible with the aid of the X-ray and 
physical examination, but the ac- 
tivity of the syphilitic process can- 
not be gauged by any known labor- 
atory tests. Activity can be assumed 
in previously untreated cases, but, 
following treatment, we cannot ex- 
pect a dilated aorta to alter in size 
or an aortic insufficiency to be cured. 
Permanent damage has occurred in 
these cases and the most we can ex- 
pect from treatment is to arrest the 
syphilitic inflammation and prevent 
further activity of the infection. The 
amount of treatment necessary for 
this purpose must be judged largely 
by analogy with other types of late 
syphilis where the activity can be 
determined. Fortunately this is pos- 
sible, not only in gummatous reac- 
tions where the lesions can be vis- 
ualized, but also in neurosyphilis 
which in the pre-antibiotic years 
was the most difficult type of syphi- 
lis to arrest. 

The activity of neurosyphilis is 
determined by spinal fluid examin- 
ations. The presence of pleocytosis 
in association with positive specific 
tests for syphilis of the spinal fiuid 
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is reasonable proof of activity. Fol- 
lowing treatment, spinal fluid cell 
counts should be normal within 3 
to 6 months, and there should be a 
more gradual improvement of other 
abnormal tests. High titers of spinal 
fluid specific tests for syphilis should 
fall gradually after treatment, but 
completely negative tests may not 
occur for many years. Failure to 
arrest neurosyphilis is shown by per- 
sistent pleocytosis and no improve- 
ment in other tests. Relapse is dem- 
onstrated by a recurrence of in- 
creased cells in the spinal fluid and 
an increase in the quantitative de- 
terminations of other spinal fluid 
tests. At Bellevue Hospital we have 
never observed relapse of neurosy- 
philis more than 2 years after treat- 
ment and, if the spinal fluid exam- 
ination indicates no activity 2 years 
after treatment, further antisyphi- 
litic therapy will probably be unne- 
cessary. The blood STS following 
treatment of late neurosyphilis are 
of little or no help in determining 
activity. 


TREATMENT OF SYPHILIS 


In view of necessary limitations 
of space, the foregoing statements 
have been brief and dogmatic, but 
they are based on experience and 
on abundant data. With them in 
mind, it is now possible to suggest 
schedules of therapy for the various 
types of syphilis. Penicillin has de- 
cisively proved to be the most satis- 
factory antisyphilitic agent now 
available. High blood levels of pen- 
icillin are rarely needed in syphilis, 
but fairly continuous absorption of 
the antibiotic for periods of 5 to 
20 days is desirable. Slowly ab- 
sorbed preparations following in- 
tramuscular injections are, there- 
fore, preferred. If procaine penicillin 
in oil and aluminum monostearate is 
used, individual injectons of 1,200,- 
000 units can be given 2 or 3 times 
a week to complete the total dosage. 
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The following minimum total dos- 
age for the various types of syphilis 
are suggested: 


Early Acute Syphilis: A total dos- 
age of 2,400,000 units given so that 
penicillin can be demonstrated in 
the blood fairly continuously over 
a period of at least 5 to 7 days. 
Higher total dosage up to 6,000,000 
units may be desirable in secon- 
dary syphilis of several weeks 
duration. 


Latent Syphilis (Asymptomatic 
cases with normal spinal fluid and 
positive STS): A total dosage of 
6,000,000 units to be given so that 
there will be fairly continuous 
blood concentrations of penicillin 
for at least 10 days. 


Late Symptomatic Syphilis and 
Asymptomatic Neurosyphilis: A 
total dosage of 9,000,000 units giv- 
en so that there will be fairly 
continuous absorption of penicillin 
for at least 15 to 20 days. 


Congenital Syphilis: Infants 
should receive a total dosage of at 
least 100,000 units of penicillin per 
kg. given so that there will be ab- 
sorption for 7 to 10 days. The 
treatment of congenital syphilis in 
older children and in adults can 
be similar to that advised for ac- 
quired syphilis. 


Relapse, when it occurs, should be 
treated with higher dosages than 
those originally used, but there 
seems to be little or no advantage in 
prolonging the period of treatment 
beyond 21 days. 


SUMMARY 


1. Early acute syphilis represents 


a different clinical and immunologi- 
cal disease than late syphilis. 

2. Blood STS become negative 
much sooner following treatment of 
early than of late syphilis, but at 
least 20 per cent of patients treated 
for secondary syphilis can be expect- 
ed to have low STS titers for more 
than a year after treatment. 

3. Following treatment of late sy- 
philis, the blood STS are of little 
help in determining the activity of 
the infection, but this information 
can be obtained in neurosyphilis by 
spinal fluid examinations, the cell 
count being especially important. 
Tests for reagin in the spinal fluid 
usually show decreasing values af- 
ter treatment but may remain posi- 
tive for years. 

4. Re-treatment of patients origin- 
ally treated for late syphilis should 
never be given for the sole purpose 
of obtaining negative blood STS. 
Treatment should be given to pre- 
vent further progress of the disease. 
In cases where the activity of the 
syphilitic process cannot be deter- 
mined, the dosage of penicillin must 
be governed by analogy with the 
dosage found to be successful in ar- 
resting most cases of neurosyphilis. 

5. Indications for re-treatment of 
syphilis are definite evidence of 
clinical progression of the disease, 
and/or marked, sustained rises in 
STS titers from previous levels. 
Transient fluctuations in STS titers 
may occur from time to time in 
treated patients for reasons that 
have nothing to do with syphilis. 

6. Penicillin in suggested dosages 
is the treatment of choice for all 
types of syphilis. 


& 
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Problems of Rehabilitation in the Aging 


The inevitable deterioration of the 

body and later of the mind can be postponed by 
parses oe 

good geriatric care and rehabilitation 


ARTHUR C. JONES, M.D., Director, Department of Physical Medicine, 
University of Oregon Medical School, Portland, Oregon 


The inevitable effects of wear and 
tear, or any combination of chronic 
illness tends toward deterioration of 
the body and later of the mind, but 
this trend can be minimized and 
postponed by good geriatric care and 
the technics of rehabilitation. Reha- 
bilitation to our aging population 
would save millions in costs of crea- 
ture care alone, and make many 
in their older years productive in 
some degree. Everyone knows the 
great increase in the number of the 
old. Enforced idleness or voluntary 
retirement to inactivity are undesir- 
able from every standpoint. Cure 
of chronic illness or disability is gen- 
erally impossible. Adaptation and 
amelioration are possible, and this 
is the goal for the doctor and his 
elderly patient. 


A survey of the older patient’s 
capacities by the family doctor 
should lead to planning for thought, 
work and recreation. 


CARDIAC INVALID 


The cardiac invalid may often 
remain an invalid because the doc- 
tor has over-emphasized the danger 
of activity. The physician often 
errs on the side of extra precaution 
against exercise or excitement, thus 
causing anxiety more crippling 
than the heart disease itself. All 
cardiacs except those in class III 
are capable of doing useful work, 
and re-employment and rehabili- 
tation are the greatest therapies 
for persons with slight to moderate 
heart disease. Of 202 patients 
studied 2 to 8 years after cor- 
onary occlusion with infarction, 
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half had made good or complete re- 
covery, and over half had gone back 
to work. 


THE HEMIPLEGIC 


Hemiplegia often disables the pa- 
tient far more than it might if the 
victim were directed through his 
convalescence by his doctor. The 
fact that most hemiplegics can be 
treated successfully in the home has 
been amply established. Posture in 
bed is of first importance, with bed 
boards, a foot board or a box at the 
feet to prevent foot drop, and a pil- 
low to hold the affected arm in some 
abduction and external rotation. 
Passive movements of the paralyzed 
extremities with stretching of all 
muscles will usually prevent much 
later pain and fixation, and circum- 
vent prolonged therapy or irrevers- 
ible disability due to contractures. 


The patient can be taught to move 
the afflicted parts by the use of 
knotted ropes looped over the mem- 
ber at a proper level and moved by 
the patient’s well hand or foot, with 
suspension points or pulleys as need- 
ed. A rein attached to the foot of 
the bed, or an overhead trapeze for 
use in lifting his body about and 
getting out of bed, good side first, 
is essential. Of great value are a 
simple overhead frame of pipe or 
wood, and side rails placed to give 
stability to the patient in helping 
himself. Movement by exercise is 
the prime factor in the rehabilitation 
of all hemiplegics. Directions must 
be simple, and should include just 
the essential movements. Practice in 
standing and gait begin as soon as 
the patient can prevent buckling of 
the knee. Walking bars or a four- 
point walker made of pipe aid the 
transition to crutches or a cane. A 
long leg brace with knee-lock and 
drop-foot stop is often necessary to 
success in walking, and may later 
be discarded, or reduced to a short 
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leg size, as stability and co-ordina. 
tion return. An inside ring lock at 
the knee with a spring snap and 
handle release on the inner thigh bar 
facilitates control of the brace by the 
patient himself. Most of this train- 
ing can be done at the home by an 
intelligent attendant under direction 
of the interested family physician. 

For the elderly person minus a 
leg exercises and positioning pre 
vent hip flexion and abduction con- 
tractures, and progressive resistance 
work for these muscles and the ab- 
dominal wall group insure adequate 
strength for walking with a pros- 
thesis. An artificial limb should al- 
ways be ordered by the physician, 
the fitting supervised by him, and 
the training in its use initiated on 
prescription. The services of a 
trained team are invaluable in as- 
suring the success of the elderly 
person in use of his limb. 


FRACTURED HIP 


Internal fixation operations for the 
fractured hip have saved the lives 
of many of the elderly. The advant- 
ages of modern orthopedic surgery 
can be enhanced by consistent use 
of specific exercises for hip, thigh, 
back and abdominal muscles, and 
supervised weight bearing and walk- 
ing. With firm pinning and no con- 
traindication to surgery, graded, 
limited weight-bearing exercises can 
be begun as early as three weeks 
postoperatively. Preceding this, pas- 
sive and resistive exercises are prac- 
ticed to maintain function of the un- 
affected peripheral joints and 
muscles. After a period of improve- 
ment in parallel bars, crutches are 
fitted, and later canes may be used 
after union is firm. 

Remarkable gains in movement 
and relief from the pain of arthritis 
can be brought about by judicious 
application of orthopedic and physi- 
cal therapeutic principles of move- 


CLINICAL MEDICINE 





ment, traction and heat. Stretching 
of thickened joint capsules is just as 
necessary and beneficial in the old 
as in the young in cases of peri-arth- 
ritis, bursitis or synovitis. Resistive 
exercises with weights may be be- 
gun for a quadriceps through a short 
arc of knee motion, with the heel 
supported so as to avoid painful 
shearing force on the damaged joint 
cartilage. As strength returns in the 
extensor muscle, the range of mo- 
tion can be widened. The doctor will 
often be surprised to find that the 
patient has regained stability and 
had relief from pain in a joint which 
had been thought to be beyond sal- 
vage. Injection of hydrocortisone in- 
to joints partly immobilized by hy- 
pertrophic changes and _ synovitis 
frequently results in such relief of 
pain and reduction of synoval thick- 
ening and muscle spasm that physi- 
cal therapy can be used with consid- 
erable vigor, to the end_ that 
stretching, mobilization, resistive 
exercises and heat combine to re- 
store marked if not normal function. 


"MIXED ARTHRITIS" 


Rheumatoid arthritis is not un- 
common in the aging, often with the 
degenerative form — a “mixed arth- 
ritis.” Many cite the usefulness of 
cortisone acetate or hydrocortisone, 
by mouth or parenterally, in pre- 
paration of the patient for physical 
and orthopedic measures. 


The crippling of hands is especial- 
ly common in the older patient. The 
patient must accept a long-range 
program of physical and occupation- 
al therapy to be performed at home 
with minimal assistance, and the 
use of supportive devices, such as 
conized cylindrical handles, gloves 
with tapes, and night splints. Squeez- 
ing a rubber ball is useless. The 
human hand was designed to grasp 
cylindrical objects, and requires 
some firm counter force against 


which the finger flexors can cori- 
tract. A set of wooden cylinders of 
graded size, or of cones with sides 
at about 15° to the long axis, will 
furnish effective means of exercise 
for deformed fingers; a thin layer of 
sponge rubber may be used to soften 
surface hardness. The base of the 
one should be directed toward the 
ulnar side of the hand, as the lever- 
age is then such as to tend to force 
the digits toward the thumb, reduc- 
ing the tendency toward the ‘flipper 
hand’ deformity. 


The entire body responds to the 
stimuli of movement. Activity is as- 
sociated with health and youth. 
Movement is essential to the reha- 
bilitation of old or young, however, 
and the older person who is enabled 
to move about purposefully becomes 
younger physiologically. The advo- 
cates of rest have so emphasized this 
first principle of healing that the 
second principle of movement for 
restoration of normal function has 
been neglected. Rest and movement 
are not mutually exclusive, but re- 
ciprocals. Judgment determines the 
amounts of rest and of movement 
indicated in each case. 


LIBERAL EXERCISE 


Movement should begin with a 
judicious amount just as soon as 
conditions permit. Nursing care 
should include considerable passive 
and assistive motion. The demands 
of such sick-room routines as getting 
on and off the bed pan may require 
much more energy output than is 
needed in use of a commode. Pul- 
leys, ropes or slings over bed and 
chair facilitate recovery of muscle 
strength and endurance when the 
patient is instructed in how to use 
these simple devices safely. Self-as- 
sistive stretching of tight joint cap- 
sules or movement of paretic limbs 
with the help of normal ones through 
use of a simple pulley-rope device 
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gives the patient healthful exercises 
and saves attendants’ time. 
Rehabilitation is impossible with- 
out effort on the part of the patient; 
effort will not be expended without 
adequate motivation supplied by the 
promise of greater happiness. The 
occupational therapist or someone 
who serves her function, plus the 
doctor in his role as counselor and 
guide, can strengthen motive as no 
other team can. Recreation should 
be planned, progressive, and should 
meet the mental and emotional needs 
of the patient as fully as possible. 


GOALS OF OCCUPATIONAL THERAPY 


Occupational therapy should go far 
beyond the level of the bedside 
radio, a magazine or a cross-word 
puzzle. The goal of occupational 
therapy is significant living, and 
this includes purposive activity, in- 
cluding gainful and enjoyable occu- 
pation. Older people require more 
searching for desirable outlets for 
their activities, and more urging 
toward action. More patients will 
achieve healthful living if the phy- 
sician will emphasize the importance 
of this phase of medical care. 

Walking or some form of progres- 
sion is essential to rehabilitation, 
about the house, the neighborhood, 
and finally to the job. Gait training 
may be simple, but often requires 
help from physical therapists and a 
great deal of patience and time. 
Such time in therapy pays in great- 
er independence, hope and respon- 
sibility on the part of the patient, 
and is essential to further progress 
toward usefulness in the majority of 
cases. There should be walking bars 
or at least a frame walker in every 
home or hospital for the aging, and 
someone whose duty it is to help 
the patients to use them. 


Exercises on a stationary bicycle 
with graded resistance against the 
pedals often facilitates coordination 
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needed for walking. A useful sub. 
stitute can be made with a rope 
through a pulley, the feet being 
moved reciprocally in loops at each 
end of the rope. It is important to 
get old people upright and to walk 
if at all possible. Weight-bearing for 
a brief period each day improves 
nitrogen balance, and the calcium. 
phosphorus ratio, benefits the cir. 
culation, the kidneys, muscles and 
central nervous system. Patients 
may require months of drill before 
they can negotiate a curb, climb a 
few steps, or cross a street before 
the green light changes to red. 
Mastery of such simple activities 
heightens the morale of the disabled 
person remarkably, and widens his 
sphere of movement. 


The next step is the conquest of 
the problem of transportation. Aged 
people who have been disabled or 
enfeebled need training in the tech-f 
nics of getting on and off a bus or 
streetcar, or into an automobile f 
Special straps, bars, steps and tech- 
nics may be required to help the 
patient get into and out of an auto- 
mobile. 


JOB IMPORTANCE 


Vocation for the older patient may 
range from a full-time job to mere 
activities of daily living and self- 
help; it may be a part-time stint in 
a sheltered workshop or piece work 
at home. Rehabilitation pays divi- 
dends in every way. A program of 
rehabilitation is cited in which 35) 
residents were served. In two years 
55 of these were able to leave the 
home and either take jobs or live 
with their families. Self-care and the 
ability to do productive work while 
living in a hospital, home or insti- 
tution are also important medically 
and socially, for their effects on the 
well-being of the individual; and 
economically because personnel 
costs in the institution or the pa- 
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tient’s home are reduced thereby. 
These older people should be placed 
selectively and allowed to work 
within the limits of their capacities. 
Work, properly prescribed, is one 
of the most valuable therapeutic 
tools in the management of the ger- 
iatric patient and those suffering 
from chronic disease. The problems 
of chronic disease and our aging 
population can be met only by the 
creation and utilization of abilities, 
rather than by building facilities. 


COUNSELING 


Counseling and guidance regard- 
ing job placement becomes compli- 
cated with aging people, and the 
family doctor can aid greatly in the 
process. Society would have a much 
lighter burden of non-productive old 
people to support if the medical pro- 
fession were to put into practice 


the principles and technics of physi- 
cal medicine and_ rehabilitation 
which are already established and 
proven in numerous rehabilitation 
centers, the armed services and the 
Veterans Administration hospitals. 


COMMUNITY CENTER 


A community rehabilitation cen- 
ter which can be used by all quali- 
fied doctors, or a well-equipped de- 
partment of physical medicine in a 
local institution can provide excel- 
lent means of rehabilitation. But 
without these, the busy G.P. or 
specialist can do remarkable things 
for his aging patients by keeping in 
mind the technics and the philoso- 
phy of rehabilitation—the goal of the 
healing art is the restoration of every 
function of mind and body to the 
maximum of useful, purposeful 
living. 


ra 


Diarrhea in Infancy 


Data at hand indicate the value 
of increasing the caloric intake of 
infants suffering from diarrhea; the 
high-calory diet consists of apple 
powder (Appella, F. S. Stearns Co.) 
boiled whole milk or evaporated 
milk and water in equal parts, one 
of the commercially prepared cer- 
eals — either barley, rice or wheat 
— strained beef or lamb, one of the 
concentrated multivitamin prepara- 
tions and one of the liquid iron pre- 
parations. 

Amounts of each element in the 
diet vary according to the age of 
the patient. The diet outlined is for 
a 734 lb. infant, the feeding interval 
is 3 h. instead of the customary 4 
hours. A level tablespoonful apple 
powder in 3 ozs. of water, 3 ozs. milk 
are given. Two or 3 level teaspoon- 
fuls of prepared barley or rice are 
added to the milk feeding twice a 


day and one level tablespoonful of 
meat is given in the same way once 
a day. The iron and vitamins are 
given in the same manner. Although 
a 6-0z. feeding seems excessive for 
an infant, it is well taken and well 
tolerated. 


The above diet is given to the 
sick infant at once, regardless of 
the frequency of the stools, except 
for postponing oral feeding until any 
vomiting has been controlled by the 
IV or subc. administration of fluids. 
This is seldom necessary if the cases 
are seen early in the illness. 


The normal gain in weight was not 
attained in any of the cases in either 
hospital series. It was attained in 
most of the series treated in private 
practice or at least closely ap- 
proached. 


E.S. O'Keefe, M.D. Medical Times, 82:241, 1954. 
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The Treatment of Uremic Acidosis 


Treatment consists of restricting 
protein intake and the careful control of the 
electrolyte balance for indefinite periods 


KEEHN BERRY, JR., M.D. New Orleans, Louisiana 


The retention of urea is but a 
manifestation of renal failure, and 
does not account for the toxic 
manifestations and physiological dis- 
turbances. 


BLOOD UREA ELEVATION 


The causes of blood urea eleva- 
tion have been classified by Mosch- 
cowitz into: 1) Extrarenal diseases 
or factors, into which group fall pro- 
longed GI disturbances with attend- 
ant fluid and electrolyte imbalance, 
and metabolic diseases such as dia- 
betic acidosis which are accom- 
panied by similar disturbances. 
These diseases cause so called pre- 
renal azotemia. 2) Diseases that af- 
fect the vascular supply of the kid- 
ney, as glomerulonephritis and de- 
generative vascular disease. 3) Di- 
seases associated with urinary-tract 
obstruction. 4) Localized disorders 
such as pyelonephritis and polycys- 


tic disease. There is a fifth group, 
an important and not uncommon 
cause of anuria and uremia — the 
kidney of lower-nephron nephrosis, 
whatever the cause. This group is 
doubly important because of the 
high incidence of complete recovery 
with careful treatment. 


With advances in knowledge of re- 
nal physiology, it is now sometimes 
possible to treat patients with ure- 
mia due to primary renal disease so 
as to prolong life, to relieve many 
of the distressing symptoms. The 
problems may be divided into two 
major categories. The first is the 
inability of the kidney to excrete 
normally the end-products of pro- 
tein metabolism. Protein intake may 
be controlled by dietary measures, 
but the intrinsic factor due to tissue 
destruction cannot be altered. Nor- 
mal kidneys working at maximal 
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Above: Senile vaginal epithelium is lowin glycogen, Below: Normal vaginal epithelium is high in gly- 


low in acid and (inset) low in protective Doderlein cogen, definitely acid and (inset) abundant in 
bacilli, encouraging growth of pathogens. Doderlein bacilli to combat pathogenic organisms. 





Restoring the Normal Acid Barrier 


to Trichomonal Vaginal Infection 


To discourage multiplication of trichomonads and to 


encourage physiologic protection, a comprehensive 


therapeutic regimen with Floraquin® is instituted. 


Tue normal vagina, by reason of 
its acid reaction, is provided with 
a natural barrier against patho- 
genic microorganisms which re- 
quire an alkaline medium. When 
the ‘acid barrier” is removed, a 
hypo-acid state results and growth 
of the protective, physiologic and 
nonpathogenic Déderlein bacilli 
is inhibited—to be replaced by 
such pathogenic organisms as the 
trichomonad, streptococcus, 
staphylococcus, colon bacillusand 
Monilia candida. 

As infection develops, the epi- 
thelial cell layers, which normally 
number between forty-five and 
fifty-five, may decrease to as few 


as fifteen to twelve layers or may 
disappear entirely. With this loss 
of glycogen-bearing cell layers, 
the available carbohydrate re- 
leased by physiologic desquama- 
tion into the vaginal secretion and 
ultimately converted into lactic 
acid is proportionately decreased. 

Floraquin not only provides an 
effective trichomonacide (Diodo- 
quin®), destructive to pathogenic 
organisms, but furnishes lactose, 
dextrose and boric acid for the 
reestablishment of the normal 
vaginal acidity and regrowth of 
the normal protective flora. G. D. 
Searle & Co., Research in the 
Service of Medicine. 
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concentration would require at least 
500 cc. of urine to put out the normal 
daily 35 to 40 grams of urea. The 
patient with chronic renal disease 
will require a much larger urine 
volume to remove a given quantity 
of urea. Unless urea production in 
such an individual is curtailed, urea 
will accumulate rapidly in the blood 
stream. 


Electrolyte imbalance is the sec- 
ond problem. Electrolyte loss is 
largely the result of impairment of 
tubular function. The normal kidney 
can aid in maintaining serum pH 
within normal limits by controlling 
loss of certain anions and cations. 
Patients with chronic renal disease 
should have adequate amounts of 
dietary salt. Depriving the patient 
with impaired renal function of so- 
dium will cause decrease in renal 
blood flow with a rise in blood urea 
nitrogen. There is a cellular defi- 
ciency of sodium ion in uremic pa- 
tients. Calcium is also lost as base, 
and the phenomenon of hyperpara- 
thyroidism with osteomalacia sec- 
ondary to chronic renal disease is 
well known. Calcium loss may be so 
severe as to cause tetany, and hy- 
pokalemia is occasionally seen. In 
addition it has been demonstrated 
that there is obligatory potassium 
excretion by the distal tubules which 
continues independent of the serum 
level. 


THERAPY 


Any regime must be directed 
toward 1)° correction of electrolyte 
imbalance and restoration and main- 
tenance of normal fluid balance, and 
2) maintenance of nutrition (often 
in the face of coma, or at least ano- 
rexia, nausea and vomiting), with- 
out placing an unnecessary load of 
nitrogenous waste products on the 
kidney. 

To try to replace sodium deficit 
by giving a repair solution which is 


isotonic with plasma would result 
in most cases in over-hydration long 
before the sodium is replaced. Hy- 
pertonic fluids are then necessary in 
order to provide the necessary 
amount of base. Up to 12 grams of 
sodium bicarbonate per day has 
been used in severe cases of acidos- 
is. Good results have been had from 
using hypertonic sodium lactate in 
children with renal disease, many of 
whom were edematous, increase in 
urinary output of urea and fall in 
blood urea nitrogen. 


OVERLOADING OF CIRCULATION 


In the treatment of uremic acido- 
sis, the patient comatose or other- 
wise unable to take anything by 
mouth, the regimen we have used 
is as follows: all therapy is given IV 
except when there is danger of over- 
loading the circulation, or when ade- 
quate calorie intake cannot be main- 
tained by this route; then tube feed- 
ing is employed. Calorie require- 
ments are met by giving IV 10% 
glucose, or 10% invert sugar, in 
water. Hypertonic sodium lactate is 
given by putting 120-200 cc. of molar 
sodium lactate* with an equal 
amount of 5% glucose in water and 
giving it IV slowly over a period of 
3 hours. Calcium gluconate, 4-8 
grams per 24 hours may be put in 
any of the solutions to prevent tet- 
any and to replace the calcium be- 
ing lost in the urine. One sodium lac- 
tate infusion is usually all that is ad- 
ministered in a 24-hour period, but 
more may be given if there is a 
marked sodium deficiency. The ser- 
um sodium level usually remains 
within normal limits throughout the 
course of uremia in spite of marked 
total loss, so normal serum sodium 
levels do not contraindicate hyper- 
tonic solutions. If the patient is 
edematous, pulse and blood pressure 


* Supplied by Eli Lilly Co. in 40cc. ampules 
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FIGURE I 


Butter Soup 
Sugar 
Salt-free butter 


A i or a cup ee q.s. to make emulsion, usually 20 gm. 


Water 
Coffee extract 


approximately 300 gm. 


1,755 Calories, 2 gm. protein; when divided over 6 portions of 100 ml. each, 


each portion will contain 300 calories. 
Vitamins must not be forgotten; should preferably be given parenterally. 


should be checked frequently during 
a lactate infusion, and the infusion 
temporarily stopped if untoward 
signs appear. 

The total fluid intake for 24 hours 
is limited to 800 cc., plus the volume 
of the fluid output by all routes. If 
possible frequent determinations are 
to be made of serum sodium, potas- 
sium and chloride, carbon dioxide 
combining power, and blood urea 
nitrogen. However, inability to ob- 
tain them should not prevent vigor- 
ous therapy. The regimen outlined 
may be followed for many days, 
though alkalosis has been observed 
to occur in some cases. If this com- 
plication does arise, 100 cc. of a 2-3% 
sodium chloride solution, substituted 
for the lactate, so that 2-3 grams of 
sodium is given per 24 hours. If low 
blood potassium is observed, either 
by serum determination or by ECG, 
potassium chloride should be given 
in solution. 

As soon as the patient is able to 
take things by mouth, or if tube 
feeding is necessary, Borst butter 
soup (Fig. 1) is given, 1 or 2 ounces 
e. 2 to 3 h. and molar sodium lactate 
is given orally in doses of 120-200 
cc. per day, in 4 to 6 equal parts. 
Either of these may cause nausea 
and vomiting, but these symptoms 
usually disappear after several dos- 
es. Palatable molar sodium lactate is 
made by using simple syrup as a 
base and adding a few drops of es- 
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sence of peppermint. Amphojel is 
given to prevent phosphate absorp- 
tion, thereby permitting calcium ab- 
sorption, in doses of 2 drachms, 4 
id. Calcium lactate, 4-8 grams a day, 
may be incorporated with the Am- 
phojel. When the urinary output 
reaches 1500 cc. per 24 hours, the 
restriction to 800 cc. plus output is 
no longer observed, and fluids are 
given ad lib. Most of these patients 
will continue to have polyuria, but 
the kidney pathology has not been 
reversed, and the functional changes 
are still present. 

As the blood urea nitrogen falls, 
proteins are added to the diet up to 
20 grams per day. A sample diet is 
shown in Figure 2. If this amount of 
food proves inadequate Borst soup 
may be continued between meals. If 
improvement is continuous or is 
marked, the protein intake may be 
further increased, but 20 grams of 
protein per day suffice if the require- 
ments are maintained with carbohy- 
drate and fat. 


REST AND REASSURANCE 


Adequate rest and reassurance are 
imperative. Excessive physical ac- 
tivity and anxiety increase the rate 
of protein catabolism. Sedatives oth- 
er than opiates should be used gen- 
erously. One must be constantly on 
the lookout for complications. Any 
patient who becomes suddenly worse 
or who goes into severe acidosis and 





* 728 Gmsers 86 8s 32252 





FIGURE II 


BREAKFAST: 


Protein Calories 


Fruit—1 serving or 4% cup fruit juice (apricot— 1 85 
4 halves, fresh canned or dried, peaches, 2 halves, 

fresh canned or dried, bananas—1 small, grapefruit 

1% with 2 tsp. sugar, prunes, 3 large stewed with 1 

tbsp. sugar, apple, fresh, canned or baked with 2 


tbsp. sugar. 
Bread:—1 slice (salt-free) 


Cereal: —cooked, grits or farina, 1 cup or 


rice 4% cup 


Butter or margarine: —1 tablespoon (salt-free) 
Jelly, jam, maple or corn syrup, 3 tablespoons 


DINNER: 


Starchy vegetables—1 medium potato 4% cup sweet 
potato, or rice macaroni and spaghetti %4 cup, cooked. 
(Sweet potatoes may be candied if desired) 
Vegetables—1 cup cooked asparagus, broccoli, 
brussel sprouts, cabbage, cauliflower, celery, egg 
plant, greens, string beans, young summer squash, 


tomatoes. 

Mayonnaise or Oil dressings—1 tbsp. 
Bread—1 slice (salt-free) 

Butter or margarine—3 tbsp. 

Jelly, jam, maple or corn syrup 

or chocolate syrup—1 tbsp. 
Sherbert or ice cream— cup 


Desserts—jello with 1 tbsp. of whipped cream, cake 
such as fruit or pound cake, 4%” square of one layer 
chocolate cake, brown Betty, fruits canned or 
stewed as given above with 2 commercial cookies 
such as fig bars, chocolate snaps, sugar and coco- 


nut cookies. 


SUPPER: 


Same selection as for dinner. 


uremia—leok for a source of infec- 
tion, particularly pyelonephritis. 
Bleeding often occurs in the uremic 
patient, massive hemorrhage as the 
result of ulceration of the GI tract. 
The only therapy for this complica- 
tion is to correct the uremia and to 
replace the blood loss if it is severe. 
Anemia is seen both as the result of 
the chronic or acute blood loss, but 
more commonly as the result of bone 
marrow depression. This anemia is 


8 875 


21 2255 


refractory to any therapy other than 
correction of the uremia and the 
temporary effect of transfusion, of 
washed red cells preferably. Trans- 
fusion has no beneficial effect on 
the course of the disease. 

One of the most serious and diffi- 
cult complications to handle is hy- 
perpotassemia. The serum potassium 
level may rise rapidly in an oligurie 
or anuric patient. Hyperkalemia is 
less likely to occur in the face of 
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marked vomiting or diarrhea. Hy- 
perpotassemia may be treated by 
giving hypertonic dextrose and in- 
sulin IV, with one unit of regular 
insulin in the infusion for every 
three grams of dextrose. Another 
method is to administer calcium, 
10 to 20 grams IV over a 24-hour 
period. Intestinal lavage is useful, 
particularly in tiding over the acute 
period the patient with renal shut- 
down who is likely to recover. The 
carbonic anhydrase inhibitor, Dia- 
mox, has been used to promote po- 
tassium excretion. 


Complications of treatment are not 
many, but they may be alarming. 
Alkalosis has occurred in several of 
our patients after prolonged ther- 
apy with molar sodium lactate. The 
symptoms are rather abrupt onset of 
headache, weakness, lethargy, and 
paresthesias; the serum chloride is 
quite low, the sodium normal or 
high, and the CO, combining power 
elevated (as high as 110 volumes % 
in one of our patients). Any patient 
who suddenly becomes’ worse 
may be in alkalosis as the result of 
therapy. Discontinue sodium lactate 
temporarily and give adequate 
amounts of salt in the diet, including 
the use of the salt shaker at the 
table. A few days of this therapy will 
usually correct the alkalosis, and 


Adenoma of the Thyroid 


When a solitary nodule in the 
thyroid is found on physical examin- 
ation, what advice should be given 
to the patient? 


Crile believes that most of the 
carcinomas were malignant from 
the start, but here the manifestation 
clinically was as a solitary nodule 
unless metastasis had occurred. In 
our cases, 16% of the solitary ade- 
nomas removed were malignant. The 
incidence of carcinoma in solitary 
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then the patient should once again 
be started on 30-120 cc. of molar so- 
dium lactate per day, allowing mod- 
erate amounts of sodium chloride in 
the daily diet. The amount of either 
sodium chloride or sodium lactate 
to be given varies greatly from pa- 
tient to patient, and even for the in- 
dividual patient. If the patient be- 
comes edematous the amounts of 
sodium chloride and lactate are de- 
creased, the chloride salt more. 


The best results in long term 
treatment of renal disease have been 
observed in patients with chronic 
glomerulonephritis and chronic pye- 
lonephritis without malignant hy- 
pertension, and in polycystic kidney 
disease. 


SUMMARY 


The treatment of primary renal 
disease with uremia consists of re- 
stricting protein intake and careful- 
ly controlling electrolyte balance 
over an indefinite period. Excess 
sodium is undesirable, but efficient 
renal function requires an adequate 
amount of sodium in the diet. The 
program of therapy presented is not 
effective in all cases of renal failure, 
and will not cure renal disease, but 
it has been helpful in many in- 
stances. 


adenomas reported varies from 10% 
to 24%. 

Small adenomas are just as like- 
ly to be malignant as large ones. The 
rate of malignancy is even higher 
in children. Therefore, because of 
the high incidence of development 
of carcinoma, and because malig- 
nancy may already be present, all 
solitary nodules of the thyroid 
should be removed. 


ee M.D., et al, Tri-State Med. Jl, 2:10 





New! 


CHEMICAL CAUTERIZATION OF 
CERVICAL EROSIONS and ENDOCERVICITIS 


BA-CC UNIT — kanenserc 


Bichloracetic Acid - Cervical Cauterization Unit 


Chemical cauterization of the cervix uteri gives better results with less discomfort, 
less post-cauteral discharge, less malodor, less scar tissue, less expense, less effort, 
fewer follow ups and less time for healing. The method is less drastic than thermo- 
cauterization yet entirely adequate for most cases. The BA-CC Unit contains all 
necessary accessories including easy to follow directions. The only supplementary 
equipment needed is your vaginal speculum. The BA-CC Unit also offers ideal 
follow-up treatment after partially successful electrocauterizations. 


Physicians Prices, Postpaid 
One Unit $1.95 Six Units $9.50 Twelve Units $17.50 
Write for Free Sample 


KAHLENBERG LABORATORIES SARASOTA, FLORIDA 
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Dangerous “Silent” Gallstones 


Gallstones are dangerous 
and should be removed unless there 
is some contraindication 


J. V. GOODE, Dallas, Texas 


Of all gallstones 15% are opaque 
to roentgen rays. If because of ad- 
vanced age or disease the patient is 
not strong enough to be operated 
upon, no problem arises with the 
discovery of gallstones that cause 
no symptoms. If, however, the pa- 
tient is a good operative risk, then 
the physician must face’ the problem 
of whether he should advise removal 
of the stones or advise ignoring 
them until they begin to cause 
trouble. 

The usual reasons given for the 
removal of asymptomatic gallstones 
are the likelihood that they will ob- 
struct either the cystic or the com- 
mon duct, ulcerate into the duode- 
num, or possibly cause a malignant 
degeneration of the epithelium of the 
gallbladder. This paper will describe 
another real danger of ignoring si- 
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lent gallstones until they cause 
symptoms. 

A good roentgen film can often 
show the stones, their facets and 
laminae. Thus a solution to the 
problem is offered before the study 
is well under way. Gallstones that 
for years caused no symptoms may 
still be asymptomatic, and the symp- 
toms attributed to them may be 
caused by some unsuspected slowly- 
developing lesion. Removal of the 
gallbladder containing stones that 
produce no symptoms will not im- 
prove such a patient symptomatic- 
ally, and may prove to be a much 
more dangerous procedure than the 
ordinary cholecystectomy. This in- 
creased danger comes from the fact 
that either during the operation or 
the postoperative period, the funda- 
mental lesion for which the patient 
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sought relief may become much 
more active. It is not difficult to 
imagine what might happen to a pa- 
tient having a cholecystectomy dur- 
ing, for instance, an unsuspected at- 
tack of coronary occlusion. 


Dr. Alton Ochsner (discussion): 


Of acute cholecystitis in the Char- 
ity Hospital in New Orleans we have 
analyzed a little over 500 cases with 
a mortality rate of 8%. Acute chol- 
ecystitis is due to gallstones and 
is a preventive disease. Gallstones 
are dangerous and every person with 
gallstones unless there is some con- 


traindication 
upon. 

In acute cholecystitis, if the pa- 
tient is seen 72 hours after onset the 
mortality rate is high. Conservative 
therapy is apparently better than op. 
erative between the 3rd and 10th 
days of the disease. 

There is one other complication 
which is rare, but which must be 
recognized before it produces symp- 
toms, and that is carcinoma of the 
gallbladder. In our series of acute 
cholecystitis 3% of the patients had 
an unsuspected carcinoma. 


Southern Med. Jl, 47: 137: 1954. 


should be operated 


& 


Diagnosis of the Presenile 
Psychoses 


Alzheimer’s and Pick’s diseases, 
known as the presenile psychoses, 
are examples of organic diseases that 
are frequently overlooked in the 
diagnosis of mental illness until the 
mental and physical signs are far 
advanced and the patient’s family 
has been put to great expense and 
worry, and given false hope. It is 
highly important that these diseases 
be not mistaken for commoner men- 
tal states amenable to treatment. 

The mental and general physical 
signs of the two diseases are virtual- 
ly identical. A reliable differentia- 
tion can be made only on the 
autopsy table. In both conditions the 
onset occurs between 40 and 60, 
and is unrelated to vascular changes. 
The etiology is unknown. The signs 
of both are those of a fast progress- 
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ing senile dementia, usually without 
the physical accompaniments of se- 
nility. One must be aware that de- 
pression, disinterest, _ listlessness, 
lack of initiative, restlessness, irri- 
tability, somatic complaints and for- 
getfulness, even in persons as young 
as 49, can be due to presenile brain 
atrophy. Examination may reveal 
hyperreflexia and poor coordina- 
tion of the limbs fairly early in the 
disease. 

The Rorschach and Wechsler- 
Bellevue tests are very helpful in 
showing signs of early organic brain 
disease. The penumoencephalogram 
or air study is one of the best ways 
to substantiate the diagnosis when 
either of the diseases is suspected. 
M.A. Griffin, Jr., et al, N.C. Med. Jl, 15:177, 1954 
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Hand and Finger Fractures 


40% of the function of the hand is 
dependent upon the thumb—it must be preserved 
if there is any chance of saving it 


W. H. BURNHAM, M.D., Minneapolis, Minnesota 


A common and serious error is to 
consider finger and hand fractures 
as minor injuries. To obtain a good 
functional result commonly requires 
more skill and attention to detail 
than is required for many “major” 
fractures of the long bones. 

The injured finger must be im- 
mobilized in flexion. No finger ex- 
cept the injured finger must be im- 
mobilized. Every uninjured finger 
must be actively exercised. Passive 
stretching must be rigidly avoided. 
Only active exercise may be used. 
Fractures of the phalanges must be 
reduced and immobilized with spe- 
cial care. The phalanx is the floor of 
the tendon sheath, and minor dis- 
placements lead to loss of function. 
A 15° dorsal angulation in a proxi- 
mal phalanx will prevent the tip of 
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a finger from touching the palm, 
and a similar degree of palmar angu- 
lation will prevent slipping the hand 
into a narrow space. A few degrees 
of rotation may result in overlapping 
of the fingers during grasp and in 
significant handicap. 

Compound finger injuries must be 
treated by immediate operation. 
Every hand wound deserves dili- 
gent and skillful attention to pre- 
vent infection and to restore the 
parts as perfectly as possible. 

The thumb must not be amputated 
if there is any chance of saving it. 
No less than 40% of the function of 
the hand is dependent upon the 
thumb. A thumb which has been de- 
nuded can be covered with skin by 
grafting and be useful even if joint 
motion is lost. 





A blow on the tip of the finger 
while the extensor tendon is tense 
may result in an avulsion fracture 
of the extensor tendon attachment 
to the distal phalanx or a rupture of 
a tendon near this point. Approxi- 
mation of the fragments of bone or 
tendon can be accomplished by flex- 
ing the middle joint at the same 
time that the distal joint is hyper- 
extended, and union will take place 
in 5 to 6 weeks if the position is 
maintained. Avulsion of the attach- 
ment of the middle slip of the exten- 
sor tendon to the middle phalanx 
must be immobilized in a position 
of extension at the middle joint and 
flexion at the distal joint. 

Fractures of the shafts of the 
middle and proximal phalanges us- 
ually are reduced by placing them 
in flexion. Fractures involving the 
finger joints usually require con- 
tinuous traction in the flexed posi- 
tion. This may be obtained by pulp, 
fingernail, or skeletal traction. Boeh- 
ler employs a volar wire splint at- 
tached to an arm cast with traction 
which may be obtained by bending 
the splint after attaching the traction 
wire to the end. Rubber band trac- 
tion over the bent splint is also satis- 
factory. Each of the flexed fingers 
points toward the tubercle of the 
scaphoid bone and when the finger 
is immobilized it must be made to 
point in this direction. 

A common type of metacarpal 
fracture in young men is the de- 
pressed knuckle from fighting with 
bare fist;, this is most often in the 
neck of the 5th metacarpal with the 
distal fragment angulated toward 
the palm. Reduction is best accom- 
plished by flexing the metacarpo- 
phalangeal joint 90° and employing 
the proximal phalanx as a prop or 
lever to push dorsally on the distal 
fragment while counter pressure is 
maintained over the shaft of the me- 
tacarpal on the dorsal aspect. Immo- 
bilization should be in this same 
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flexed position with appropriate 
padding over the pressure points, 
The finger can be released after 2 
weeks and slight pressure substitut- 
ed under the metacarpal head in the 
palm for an additional 2 weeks. 


Oblique fractures of the metacar- 
pal shafts tend to override with 
shortening of the knuckle. This is 
not a disabling deformity and simple 
protective splinting by plaster which 
extends over the dorsal and volar as- 
pects of the bone is sufficient for 
good function. Permitting the fing- 
ers to freely flex controls rotation in 
fractures of the 3 and 4th metacar- 
pals. If shortening of the knuckle is 
of cosmetic importance, traction on 
the finger over a curved splint will 
restore length. Since the collateral 
ligaments are kept taut when the 
joint is in flexion, immobilization in 
this position does not lead to loss of 
motion due to their contracture. 

In case of transverse fractures of 
the metacarpals fit a properly-mold- 
ed plaster after reduction. Open re- 
duction is occasionally necessary. 
After reduction of fractures of the 
first metacarpal, immobilize in ab- 
duction with the thumb in a posi- 
tion of opposition to the fingers, and 
pressure at the metacarpal head. The 
metacarpophalangeal joint should 
not be hyperextended. 

Fractures beginning on the palmar 
site of the first metacarpal and ex- 
tending into the articulation permit 
dislocation of the dorsal fragment 
and shaft, and must be treated by 
continuous traction for 4 weeks. A 
short arm cast is applied to which a 
wire traction bow is attached. Collo- 
dion and gauze provide adequate 
purchase on the skin, and rubber 
bands of appropriate size supply 
traction. 

Crushing injuries of the hand are 
to be immobilized in the position of 
function. 


Minn. Med. 36:1129, 1953. 
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The Coxsackie Viruses in Clinical Practice 


The viruses are extremely widespread 
however only 30 to 70% of persons infected 
exhibit any clinical symptoms 


J. L. THINNES, JR., Cincinnati, Ohio 


In 1948 in Coxsackie, New York, 
2 patients paralyzed with anterior 
poliomyelitis were being studied. 
From the stools of these patients was 
isolated a filterable agent found to 
be pathogenic for suckling mice. 
Subsequent testing led these work- 
ers to conclude that they were deal- 
ing with an agent other than the al- 
ready-identified poliomyelitis virus, 
and it was later named the Cox- 
sackie virus. 

At present there are only 2 di- 
seases which have been related to 
Coxsackie viruses; namely, herpan- 
gina and epidemic pleurodynia. 

Herpangina. — In 1920 Zahorsky 
first described a specific febrile di- 
sease of childhood; in 1924 he pub- 
lished an excellent clinical descrip- 
tion suggesting the name herpan- 
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gina. Until recently this work was 
lost sight of, and several papers 
described outbreaks of this summer 
illness without recognizing it. Onset 
is abrupt, with fever often becoming 
high, sometimes a convulsion, vomit- 
ing, headache may be abdominal and 
other pain. Fever usually subsides 
in 48 hr. and patient is well a few 
days after onset. Careful examina- 
tion of the mouth and throat reveals 
either characteristic small vesicles 
surrounded by red areolae, or small 
punched-out ulcers on the anterior 
pillars of the fauces pathognomonic 
of herpangina. 


Pleurodynia. — Group B of the 
Coxsackie viruses also was found to 
produce this clinical entity first des- 
cribed by Daae and Homann in Nor- 
way in 1872 and now occurring with 
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frequency in both endemic and epi- 
demic form. 

The Coxsackie viruses are ex- 
tremely widespread and practically 
no one escapes infection with them, 
even though only 30 to 70% of 
persons so involved exhibit clinical 
symptoms. These viruses can be di- 
vided into 2 major groups — group 
A and group B — on the basis of the 
type of lesion produced in suckling 
mice. This classification also has 
clinical significance in the group A 
viruses are proved to be etiologically 
related to herpangina, an acute spe- 


“Spurs” of the Spinal Column 
Seldom Cause Back Pain 


To find out about this material of 
roentgenograms of the lumbar spin- 
al column of 151 patients was as- 
sembled. None of these had any 
painful back symptoms whatsoever. 
They were specially examined for 
degenerative changes, and almost all 
degrees were present without caus- 
ing pain. Only 29 had no degenera- 
tive changes visible on roentgeno- 
grams. Most of the patients were 
manual workers. 


Deforming spondylosis was clear- 
ly related to age. Visible osteophytes 
appeared in the 4th decade and evi- 
dently somewhat earlier in men. 
There were no patients completely 
free of osteophytes in the higher age 
groups and the degenerative changes 
were often very distinct. 

Also disk degeneration was dis- 
tinct in 26% of the cases. The fre- 
quency was about equal in the two 
sexes, and changes occurred in quite 
young people as well. 


Schmorl’s nodules and so-called 
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cific, self-limited, febrile illness of 
childhood identified by the presence 
of vesicles or small punched-ou' ul- 
cers on the anterior pillars of the 
fauces. From the present datz on 
the group B viruses, which are not 
so complete as data on the A group, 
it can be stated that in all probabil. 
ity they cause epidemic pleurodynia 
which does not exhibit a_patho- 
gnomonic lesion but is characterized 
by fever and thoraco-abdominal pain 
related to respiration. 


J. L. Thinnes, Jr., Ohio Med. ‘Jl, 50:39, 195:. 


Scheuermann vertebrae were often 
observed. 


Various degrees of osteoporosis 
were observed in the majority of el- 
derly people. The changes were 
more pronounced in the female pe- 
tients. 


Since the degenerative changes — 
visible on the roentgenograms, and 
those of the forms mentioned above 
are very common in persons with 
painless backs, and as these change 
are often extremely severe, the im ff 
portance of routine roentgenogran: § 
is greatly reduced in connection with 
evaluation of complaints of the back § 

Conceptions regarding the diag-§ 
nostic value of routine roentgen0-# 
grams of the spinal column require 
thorough revision. The posterio 
prolapse of the disk is an exception 
as it is visible only on contrast film 
and as it exerts pressure on the 
nerve roots. 


O. Bistrom, 
53:29, 1954. 


Ann. Chirurg. et Gynaeco. Fennist 
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A New Treatment for Bronchial Asthma 


This drug has both bronchial dilator 
and antihistaminic properties and !ocalalizes 
in the respiratory tissues 





C. F. GESCHICKTER, M.D., Washington, D.C. 


The asthmatic has a twofold al- 
lergic response. The first to develop 
is the serologic response in which 
neutralizing antibodies against pol- 
lens, dusts, and other substances cir- 
culating in the serum. For several 
years this reaction usually produces 
no symptoms. The second response 
appears later after damage to the 
bronchial tree has occurred as a re- 
sult of repeated contact between the 
immune serum and the inhaled anti- 
genic substances. 


In asthma therapy we must either 
increase the neutralizing bodies in 
the serum through repeated inocu- 
lation, desensitization or depress the 
inflammatory response in the shock 
organ. Neither procedure is curative 
regardless of the success of treat- 
ment along these lines as long as the 
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asthmatic retains his inherited ten- 
dency to hyperimmune response. Af- 
ter an interval of 2 to 6 years with- 
out therapy he is capable of acquir- 
ing a second time both the serologic 
and shock-organ responses which led 
to the original asthmatic attack. At 
times removal to a new environment 
or eliminating the offending sub- 
stance will allow the susceptibility to 
remain dormant for want of a pro- 
vocative agent; or the asthmatic, as 
his age advances, will lose the asth- 
matic tendency. 


During World War II quinoline 
compounds synthesized as antimal- 
arial were shown to localize in both 
the respiratory tissue and in the re- 
ticuloendothelial structures. Maxi- 
mum concentration of 4-amino 
quinoline is in the lungs and in the 
liver. 





Since the quinine nucleus has 
been previously shown to be a 
bronchial dilator, it would seem like- 
ly that by adding a suitable side- 
chain the quinoline nucleus could 
also be made antihistaminic. The fi- 
nal compound synthesized has both 
bronchial dilator and antihistaminic 
properties, as well as an unusual 
advantage of localizing in the respir- 
atory tissues. It has been termed 
Phthalamaquin, and it is adminis- 
tered either orally or IM in 50 mg. 
doses in the form of organic salt. In 
long-continued clinical use the safe 
oral dose is 3 mg. per kg. 

A series of 285 cases of bronchial 
asthma have been treated a year 
or longer with Phthalamaquin. All of 
these cases had been previously 
treated elsewhere by a variety of 
methods, and called therapeutic 
failures. There were 155 children, 
50 young adults, and 80 adults over 
40; in the juvenile group there were 
2.5%, in the young adults 5%, in 
adults over 40 10% failures; 25% 
of the cases showed complete symp- 
tomatic remissions for periods of 2 
to 4 years after therapy was discon- 
tinued. 

In children the chief etiological 
factor is upper respiratory infection. 
Their asthma is often mild and of 
brief duration and responds more 


readily to therapy. In young adults, 
pollenosis, which requires a long la- 
tent period before it becomes clini- 
cally manifest, is a leading etiologic 
factor, and dosage must be regulated 
for the peak seasonal loads. In adults 
over 40, emphysema and cardiac 
complications are important consid- 
erations. Of the 80 cases of bronchial 
asthma in patients over 40, 75% 
had pulmonary emphysema, and 
20% had left ventricular damage. In 
the cardiac cases, digitalis therapy 
is an important adjunct to treat- 
ment. 


In all cases, the quinoline deriva- 
tive was combined — 50 mg. of 
quinoline to 25 mg. of thenylpyra- 
mine — administered orally as tab- 
lets or capsules 2 to 3 times daily 
for several months. A smaller dose 
is used in children under 5 years 
of age. Improvement is_ usually 
manifested in several days to 2 
weeks. In the event of acute attacks, 
the therapy was supplemented by 
oral or IV administration of a new 
theophylline salt (aminophylline- 
OH), which was added rather than 
increasing the dosage of Phthalama- 
quin because bronchial irritation 
may be provoked by overdosage 
with this medication. 


Maryland State Med. Jl. 3:14, 1954. 
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Buttermilk with Antibiotics 


More and more doctors are finding 
buttermilk useful in counteracting 
the undesirable intestinal effects 
frequently resulting from the ad- 
ministration of antibiotics. When 
antibiotics or chemotherapy ad- 
versely influence the normal intes- 
tinal flora, restoration of a healthy 
bacterial balance is important. Cur- 
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rent medical studies and reports 
from many doctors indicate marked 
therapeutic benefit is obtained from 
both the simultaneous and _ subse- 
quent administration of buttermilk, 
even in cases of serious anorectal 
complications. 


S$.D. Manheim, New York State Jl. of Med. 51:2759, 
1951. 
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The Place of Forceps in Present-Day Obstetrics 


The greatest danger of forceps 


delivery is anesthesia. 


on skill of anesthetist 


Safety depends 


T. N. A. JEFFCOATE, M.D., London, England 


' The risks of forceps have been re- 
| duced by: 

» (1) Changes in Technique: (a) 
The discarding of all forms of axis- 
traction instrument; (b) the substi- 
| tution of skill for force in traction; 
(c) the use of episiotomy; (d) the 
correction of the position of the foe- 
tal head before or after the applica- 
tion of the forceps; (e) the use of 
local analgesia; and (f) most im- 
) portant of all, the ever increasing 
emphasis placed on the accurate 
application of the blades to the sides 
of the foetal skull. 

(2) Changes in Indications: A 
modification in outlook regarding 
the time and place for forceps is a 
striking feature of the obstetrical re- 
volution of the last 25 years, and 
the main reason for the improve- 
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ment in results. (a) The increased 
safety of Caesarean section has done 
away with the need to use forceps 
in cases mechanically obstructed 
late in labor; (b) whereas formerly 
only the high-forceps operation was 
condemned, it has gradually been 
demonstrated that many mid-for- 
ceps operations are prejudicial to 
the health and life of both mother 
and child; (c) on the other hand, the 
number of forceps deliveries has be- 
come swollen at the expense of what 
would have been spontaneous deliv- 
eries had the second stage been al- 
lowed to continue longer. The situa- 
tion might be summarized by saying 
that babies previously born dead 
with forceps are now being delivered 
alive by Caesarean section, while 
those stillborn as a result of spon- 
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taneous delivery are now extracted 
alive with forceps. 

Nearly every stduent taking the 
final examination, if asked the indi- 
cations for forceps, gives priority to 
“maternal distress” and “foetal dis- 
tress.” In most cases prolongation 
of labor and slow advance give 
ample warning that fetal asphyxia 
is likely to develop. In all such cases 
the distress should be anticipated 
and forceps applied while the fetus 
is in fairly good condition. If it is 
clear that the presenting part is 
held up on the perineum it is unjust- 
ifiable to withhold assistance be- 
cause a certain time limit has not 
expired or because the fetal heart 
is steady. Similarly, if the mother 
and baby have been exposed to a 
long and exhausting first stage of 
labour it can be assumed that neith- 
er is well fitted for the ordeal of the 
second stage. 

In uterine inertia in the second 
stage some, fearful of poor uterine 
action in the third stage, recommend 
deferring delivery. With care over 
anesthesia and with ergot prepara- 
tion at hand, forceps extraction is 
nearly always the best treatment of 
inefficient uterine action once the 
cervix is fully dilated. A low-forceps 
delivery before evidence of fetal 
distress or before an absolute indica- 
tion, even if sometimes an unneces- 
sary operation, no harm comes of it 


in skillful hands. 


Outside a hospital it is probably 
wisest and safest for no one, no mat- 
ter how expert, to attempt any for- 
ceps delivery unless the vertex is 
below the level of the ischial spines 
and is visible at the vulva. Even then 
it is necessary to ensure that the 
head is really as low as it appears 
and that the signs are not deceptive 
because of shallowness of the pelvis 
and extreme moulding and caput 


formation. No part of the head 
should be palpable abdominally. If 
high standards of asepsis cannot be 
maintained, and if an anesthetist is 
not available, it is usually best to 
leave it to nature as long as is 
reasonably possible and until there 
is a clear indication for delivery. 
There is only a limited place for a 
“prophylactic” operation in home 
practice. 

Even in hospital, a mid-forceps de- 
livery must be approached with 
caution, recognizing that it almost 
always involves dealing with an un- 
rotated head. 


The greatest danger of forceps de- 
livery is anaesthesia, and this danger 
has perhaps increased with the in- 
troduction of anaesthetic agents 
whose safety depends on increasing 
skill on the part of the anesthetist. 
There have been 6 maternal deaths 
associated with forceps delivery in 
one maternity hospital during the 
15 years preceding 1950; 3 of these 
the result of inhalation of vomit 
during the induction of general 
anaesthesia, and the 4th to the ef- 
fect of an anesthetic on a diseased 
heart. Since 1950 there have been 
more cases of inhalation asphyxia 
and pneumonia as a result of vomit- 
ing during induction or recovery 
from anaesthesia given for the pur- 
pose of the application of forceps. 
This risk is very great when labor 
has been prolonged. The other risk 
is third-stage and postpartum hem- 
orrhage associated with depression 
of myometrial activity by the anes- 
thetic. 

To recognize these risks, and to 
have them ever present in mind, is & 
to reduce them to a minimum. They 
constitute the chief reasons for ad- § 
vocating the use of local analgesia § 
for all easy low-forceps extractions. 


British Medical Journal, 2:951, 1953. 
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Nature and Management of Limb Problems 
In the Diabetic 


Susceptibility to infection is 
so great that infection plays a major 
part in the production of necrosis 


E. A. EDWARDS, M.D., 


The term “diabetic gangrene” is 
a misnomer, necrosis being produced 
by the same ischemia and infection 
as in non-diabetics. The peculiarity 
of the problem in the diabetic is in 
his predisposition to premature and 
intense arteriosclerosis, his pro- 
nounced susceptibility to infection, 
and the frequent background of 
neuritis. 

Some have found arteriosclerosis 
1l times more frequent in diabetic 
than in non-diabetic men, 80 times 
more frequent in diabetic than in 
non-diabetic women. 

That a patient is manifesting 
claudication is certain only when the 
cramp or discomfort is caused by 
exercise and relieved promptly by 
rest. Pain in the foot or toes during 
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Boston, Massachusetts 


rest may be caused by ischemia, but 
in these cases there will be distal 
pulse loss and other signs of severe 
ischemia. 

The state of the major arteries can 
best be determined by palpation of 
the pulses, by oscillometry, and by 
auscultation. When palpating, the 
state of the posterior tibial artery, 
occasionally the state of the perfor- 
ating branch of the peroneal, is as 
important to determine as that of 
the dorsalis pedis. Auscultation of 
the major arteries reveals a systolic 
murmur in at least half of all cases 
of arteriosclerosis, and indicates con- 
siderable degree of occlusion. 

A good idea of the circulation in a 
limb through major arteries and col- 
laterals, can be gained by observa- 
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tion of the feet—state of nutrition, 
color (in the elevated, horizontal, 
and dependent position) —rapidity of 
the filling of the surface veins, and 
the temperature. 

Susceptibility to infection is so 
great that infection plays a major 
part in the production of necrosis. 

Neuritis is hyperglycemic in the 
acute form with painful extremities 
and tender muscles seen in unregu- 
lated severe diabetes; ischemic—a 
chronic form in limbs with hypes- 
thesia and paresthesias, roughly in 
a stocking distribution. This is one 
manifestation of severe arterioscler- 
Osis. 

Diabetic polyneuritis is most often 
found in the absence of substantial 
arteriosclerosis. The main feature is 
pain, especially in the lower limbs, 
unrelated to exercise or posture, and 
often worse at night, diminished or 
absent knee; and ankle-jerks, and 
vibration sense. Sensitivity to pain 
may also be diminished. The advent 
of infection and inflammation is of- 


ten painful. In some cases pupillary 
changes similar to those of tabes. 


CONTROL OF INFECTION 


The incidence of neuritis is 50 to 
85‘;. Treatment of diabetic poly- 
neuritis is ineffective. 

The daily bath is of prime impor- 
tance. Some patients who just will 
not bathe will accept a ritualized 
scrubbing of the feet and legs. Phis- 
oderm with G-11 (R) is useful in 
place of soap. A nautogenous vaccine 
is often helpful in recurring infec- 
tion. 

All sorts of trivial skin injuries be- 
come important in the diabetic. The 
socks must be clean, thick, and soft, 
to give cushioning. Scratching the 
feet and pulling at scales must be 
interdicted. With the insensitivity 
of neuritis, injury may easily occur 
by walking on a creased sock, in a 
tight shoe, or on a pebble. A toe 
showing a crust or sinus harbors 
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osteomyelitis, and 
moved. 

Any infection must be recognized 
as an emergency, and given effective 
treatment. Local dressings should be 
wet, and of bland non-allergenic ma- 
terial, such as saline solution, cold 
or lukewarm. If there is ischemia, 
the limb should be depressed by ele- 
vating the head of the bed, to facili- 
tate arterial flow, and no heat should 
be used. General antibiotic therapy 
should be guided by culture if there 
is an open lesion. 


ARTERIAL THROMBOSIS 


should be re- 


Deep foot infection is signaled by 
tenderness over the ball of the foot 
or the sole. The tenderness may 
be minimal with antibiotics, and 
incisions should not be long delayed. 

Arterial thrombosis is second only 
to infection in initiating gangrene 
in the diabetic. Venous thrombosis, 
too, is cause of gangrene in an ar- 
teriosclerotic leg, diabetic or other- 
wise. Some venous thrombosis is 
found in almost every ischemic limb. 

Of either arterial or venous throm- 
bosis, prophylaxsis consist in keep- 
ing the patient as close to normal 
health and activity as is possible, 
plus the use of heparin in some cas- 
es. 

For treatment, we rely mainly on 
the subcutaneous use of heparin, 
aver. dose is 50 mg. q. 6 h., the dose 
adjusted to keep the coagulation 
time at 30 to 40 min. of blood drawn 
2 h. after a dose. The drug continued 
for 3 weeks, interval between doses 
12 h. as soon as the process seems 
quiescent, gradually reduced amount 
for the last 2 or 3 doses. If the pa- 
tient is doing well, the last few days 
of his therapy may be carried out 
by means of depot-heparin given at 
home in doses of 100 to 200 mg. a 
day. 

Sympathectomy is desirable after 
an arterial thrombosis. 


Rhode Island Med. Jour. 36:711, 1953. 
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Muscle Cramps and 
Restless Legs 


A member of the staff of the De- 
partment of Gynecology and Ob- 
stetrics in the Univ. of Groningen 
(Netherlands) , reports: 

Quinine, in a dosage of 3 gr. b.i.d. 
is an excellent drug for these con- 
ditions. If successful the dose may 
be lowered after 7 days. Experience 
in countries with endemic malaria 
has shown that this dosage is safe, 
even in the last weeks of pregnancy. 
Many elderly people also suffer 
from muscle cramps in the legs; in 
these cases too quinine is an excel- 
lent remedy. Its effect is attributed 
to the lengthening of the refractory 
period of the muscle fibres and to 
the reduction of the irritability of 
the myoneural junction; these fac- 
tos cut short the prolonged tetanic 
contractions in their initial stage. 

Winckel gives a survey of the 
American, French and Dutch liter- 
ature on the use of quinine in the 
treatment of nocturnal leg cramps 
in elderly people and_ pregnant 
women, in diabetes and other con- 
ditions. There is general agreement 
on the excellent results obtained 
with 2 doses of 200 mg. (3 gr.) qui- 
nine sulphate, the first to be taken 
after dinner, the second at bed- 
time. 

This simple, cheap, successful, 
and safe treatment of these very 
painful nocturnal cramps deserves 
attention. 


C.P.T.’ 


Chemical 
Carson-Saek 
Pregnancy ersen-Seske 


See your surgical supply 
dealer or write for literature. Complete 


C. P. T Laboratories, Dayton 6, Ohio 





Rapid! 
Easy! 
Accurate! 
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Too often the beautician, the grocer, 
friends and relatives compete with 
you in treating your patients, partic- 
ularly in recommending their favorite 
remedy for constipation. 


CHOBILE provides a solution for you 
in treating these “difficult patients,” 
because Chobile re-establishes normal 
colonic function and helps break the 
vicious laxative habit so common in 
the ‘‘past forty” age group. 


CHOBILE 


Chobile affords a logical therapy in 
constipation of biliary origin. Each 
tabule Chobile combines dehydro- 
cholic acid with cholic acid, conju- 
gated as sodium glycocholate and 
sodium taurocholate. Cholic acid 
conjugates in the colon maintain colon 
water balance and prevent dehydra- 
tion of the stool and favor normal 
peristaltic activity. Chobile is given 
in initial dosage of 3 to 4 tabules with 
meals until a soft, putty-like stool is 
obtained. Reduce dosage accordingly. 
Begin with enema in severe cases. 


Chobile is available at pharmacies 
everywhere in bottles of 100, 500, 1000. 


Generous trial samples on request 


IRWIN, NEISLER & CO. 
DECATUR ELL IN OS 
MAIL COUPON TODAY 


IRWIN, NEISLER & CO. 
Decatur, Illinois 


Please send me a generous trial supply of CHOBILE. 
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Antihistamine Therapy With 
Special Reference to 
Skin Disorders 


During the past 5 years a separ- 
ate out-patient clinic has been held 
twice a month for the purpose of 
studying the administration and 
overall value of the antihistamine 
group of drugs. Most of the patients 
attending the clinic have bad urti- 
caria. 

Acute chronic and papular urti- 
caria, dermatographism, and the 
urticarial response from stings and 
bites can all be affected. The weals 
may be completely suppressed or 
they may just be reduced in number 
and size. In drug or food urticaria, 
or in children with papular urticaria, 
the weals may not be affected by the 
doses commonly prescribed. 

In chronic urticaria the weals are 
reduced or suppressed only so long 


GPE ELP IRE, 


for pernicious anemia 


as the drugs are given, and trcat- 
ment may have to be continued for 
many months. The period that the 
underlying tendency to wealing 
lasts is probably neither shortened 
nor prolonged by such treatment, 
but, as in most cases considerable 
relief is obtained, it is thought that 
antihistamine treatment has an im- 
portant place in the managemeni of 
these cases. It is very difficult to 
decide how much giant urticarial 
swellings are affected by antihista- 
mines. 


It would seem that the only condi- 
tions of the skin which are benefited 
by antihistamines are those in which 
wealing is part of the eruption. 





R.P. Warin, British Medical Jl, 4870:1066, 1954. 
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Vitamin B:2 @ Iron e C @ Stomach e Folic Acid @ Purified Intrinsic Factor Concentrate 


a new and potent oral hematinic 


one capsule daily meets the needs of the average patient 


Purified Intrinsic 
Factor Concentrate 

Vitamin B;. 

Powdered Stomach 


Formula contains 
all known essential 
hemopoietic factors: 


10 mg. 
30 meg. Ascorbic Acid (C) 
200 mg. 


Ferrous Sulfate 
Exsiccated 400 mg. 
150 meg. 


Folic Acid 4m 


LEDERLE LABORATORIES DIVISION AMERICAN COMPANY Peari Rivet, N.Y. ences. y.s. Pat. OFF. 
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Mee aaui TRENDS 


Conservative Management of 
Acute Renal Insufficiency 


Acute renal insufficiency due to 
reversible anuria or marked oli- 
guria can be successfully managed 
by conservative treatment. Prin- 
ciples of conservative therapy dur- 
ing the three phases of the disease 
are: 

A. Initial phase: (1) correction of 
shock; (2) removal of postrenal ob- 
struction; (3) cessation of medica- 
tions likely to become accumulative. 
Medications such as streptomycin 
and sulfonamides, which may reach 
toxic levels when administered to a 
patient with renal insufficiency, 
should be reduced or discontinued. 
Moderate doses of penicillin usually 
suffice to prevent secondary infec- 
tions; (4) insertion of indwelling 
urethral catheter to facilitate mea- 
surement of urine. 

B. Anuric phase: (1) mainten- 
ance of fluid balance by restriction 
of total fluids to the caculated insen- 
sible loss (in a febrile patient from 
750 to 1,000 c.c. daily), plus the mea- 
sured fluid loss in urine, feces, vom- 
itus and drainage (increases when 
fever is present); (2) reduction of 
protein catabolism with a high calor- 
ic protein-free dietary regimen, pro- 
viding at least 2,000 calories daily; 
(3) correction of acidosis with IV 
sodium lactate or sodium bicarbon- 
ate, of potassium intoxication with 
cation exchange resins and glucose- 
insulin injections and of tetany with 
intravenous calcium preparations. 
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C. Diuretic phase: adequate re- 
placement of large amounts of water 
and electrolytes excreted. Overzeal- 
ous hydration with parenteral fluids 
is the commonest error in treatment. 


E.D. Hendricks, et al, Proc. Staff Meet. Mayo Clinic, 
29:205, 1954. 


Therapy in Epilepsy 


One out of every 200 of the total 
population has epileptic seizures. 
The G.P. can handle the great ma- 
jority of these patients; only a few 
are refractory to therapy or present 
a diagnostic problem requiring the 
services of the neurologist. 

Brain tumor, subdural hematoma, 
and general paresis must be ruled 
out. Next is the determination of the 
type — major seizures, petit mal, or 
psychomotor. Generalized seizures 
are due to idiopathic epilepsy; focal 
seizures are on the basis of symp- 
tomatic epilepsy but are to be treat- 
ed medically; petit mal seizures are 
the short attacks of children lasting 
usually less than a minute, charac- 
terized by short stares or myoclinic 
jerks and occasionally by falling. 
Psychomotor seizures are more pre- 
valent in adults, last several min., 
during which the patient carries out 
some irrelevant but purposeful ac- 
tivity and cannot remember this ac- 
tivity. He may walk several blocks 
talking irrelevantly to a colleague, 
or drive a car a mile or two beyond 
destination, or go to a store and 
purchase articles for which he has 
no use, and in all of these instances 
are amnesic afterwards. 
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The best hydantoinate, from the 
standpoint of effectiveness and non- 
toxicity, is sodium diphenyl hydan- 
toinate, and the best barbiturate is 
still phenobarbital. The oxazolidines, 
in general, are useful only in the 
treatment of petit mal epilepsy, con- 
traindicated in major epilepsy. The 
hydantoinates are usually contrain- 
dicated in the treatment of petit mal. 
Phenacemide, or phenurone, is re- 
stricted in its use to psychomotor 
seizures and for focal seizures in in- 
fants with a progressive increase in 
neurologic or psychiatric deficit. 
This is an extremely dangerous drug 
with a high incidence of severe 
psychiatric complications, particu- 
larly depressions; also dangerous 
from the standpoint of blood dyscra- 
sia and hepatic diseases. However, it 
has a particular usefulness in pa- 
tients with psychomotor seizures 
when those seizures cannot be con- 
trolled by any other drug. 





F.M. Forster, Med. An. D.C. 23:137, 1954. 


Diamox: A New Oral 
Nonmercurial Diuretic 


In the study of 34 hospitalized and 
23 outclinic patients the new oral, 
nonmercurial diuretic Diamox was 
found to produce profuse occasional- 
ly, but usually moderate, diuresis 
after 500 mg. every 8 hours for 3 
doses and then 500 mg. daily. A 
daily reproducible diuresis for 6 to 
8 h. after the routine single daily 
dose of 500 mg. was produced. Dia- 
mox seemed to act physiologically. 

Blood and urine chemical, and 
electrolyte, studies carried out on 
most of these patients showed no 
evidence of any renal irritation ef- 
fects of Diamox. The NPN level us- 
ually dropped after diuresis. There 
was usually a great increase in the 
output of sodium, usually also an in- 
creased potassium and chloride loss. 


Diamox seems to meet most of the 


important qualifications of an ideal 
diuretic. Diamox is usually well tol. 
erated, orally effective, physio'ogj- 
cally active, nonirritating, nontoxic 
and with no significant side effects, 
On the other hand, the oral and ree. 
tal mercurial diuretics are and inay 
be dangerous, often irritating, and 
inconstant in action. 





G.R. Herrmann, M.D., et als, Texas State Jl of Med 
50:209, 1954. 


Postclimacteric Care 


A legion of women are living past 
the menopause as healthy individ- 
uals. They no longer fear pregnancy, 
but many of them do have a fear 
of cancer. These women should come 
in for checkup examinations. Cer- 
tain of them have trophic tissue 
changes, which frequently involve 
the genital structures. Many have 
pelvic relaxation and have medical 
problems which prevent the use of 
surgery for correction of cystocele 
and rectocele. Quite often such pa- 
tients receive relief from pelvic re- 
laxation by using a pessary. I pre 
scribe a pessary for many a patient 
who has a high blood pressure, ad- 
vanced heart disease, or severe dia- 
betes. The Gellhorn plastic pessary. 
is quite satisfactory. The patient is 
taught how to insert the pessary and 
how to remove it. A rubber dough- 
nut pessary with a string on it can 
be used in the same manner. The 
pessary is removed at night and the 
vagina cleansed with a douche. A 
hard-rubber ring or any type of 
pessary which cannot be removed 
by the patient carries with it a cer- 
tain unnecessary hazard. 


These older women especially ap- 
preciate the attention of their physi- 
cians for to them comfort ranks high 
among the factors that make life 
worth living. 


John Parks Bulletin Nalle Clinic Foundation, Chat 
lotte, N.C., 1953. 


650 CLINICAL MEDICINE 





AIDS IN DIAGNOSIS 


Use of the Routine Tuberculin 
Test in Infancy 


Every physician should be aware 
of the need for a routine tuberculin 
test on young children. However, 
the results of a questionnaire mailed 
out to 2,500 practicing pediatricians 
in this country indicates the con- 
trary. 

This study conducted in associa- 
tion with the well baby clinic admits 
only infants under 6 months of age. 
No attempt should be made to mini- 
mize the importance of such tuber- 
culous infection, most often dis- 
closed by a positive tuberculin test 
with no demonstrable pulmonary le- 
sion. 

Since tuberculous disease can be 
shown to be both common and seri- 
ous in this age group, a routine tu- 
berculin test is recommended for all 
infants between the ages of 12 and 
18 months and for all new patients 
more than a few months of age. The 
patch test is quite satisfactory for 
routine testing; but the patch must 
be carefully applied after the site 
has been cleansed with acetone or 
ether and detailed, written instruc- 
tions as to the care and removal of 
the patch should be given to the 
parents. The patch should not be al- 
lowed to become wet before it is 
removed 48 hours after application. 
Reading is made at this time, and 
the site of either or both of the top 
and bottom squares must show an 
area of redness and induration at 
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least 0.5 cm. in diameter in order 
to be adjudged positive. Indeed any 
reaction short of vesiculation de- 
mands a corroborative intradermal 
test. 

Whenever an infant is found to be 
tuberculin positive, careful search 
by chest x-ray film of all adult con- 
tacts should be made. 


E.L. Kendig, Jr., Journal-Lancet 74:136, 1954. 


Diagnosing Poliomyelitis 


Abortive poliomyelitis—Fever for 
a few hours or days usually with one 
or more of the following: nausea, 
vomiting, headache, sore throat, con- 
stipation, abdominal pain. Findings 
uncommon in poliomyelitis: coryza 
and cough, pharyngeal exudate and 
pain on swallowing, diarrhea, local- 
ized abdominal rigidity or tender- 
ness. This form should be considered 
especially when there have been 
paralytic cases in the community; 
patients should have: 1) an extend- 
ed period of rest and 2) a muscle 
check 4 to 6 weeks after onset. 

Nonparalytic poliomyelitis— 
Symptoms of abortive p., plus nuchal 
spinal rigidity and elevated spinal 
fluid cell count. Headache and mus- 
cular pain usually more severe. 
Lumbar puncture is indicated to 
establish the presence of pleocytosis 
and rule out bacterial meningitis. 
The diagnosis is made by exclusion 
and is based on epidemiologic prob- 
ability. 
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Paralytic poliomyelitis—The signs 
and symptoms of nonparalytic p. 
with evident weakness of one or 
more groups of muscles. The season- 
al incidence, history of evolution of 
weakness, local findings and the 
spinal fluid examination usually sug- 
gest the correct diagnosis. 





Notes from The National Foundation For Infantile 
Paralysis. 


Rhinolithiasis—Report of a Case 
Unrecognized for 20 Years 


While stone-in-the-nose is not a 
common finding, its possibility 
should be kept in mind in all cases 
of unilateral nasal obstruction with 
foul smelling discharge. Most nasal 
calculi reported have been large, 
weighing up to 80 gm., formed 
around some small foreign body. 

A case is reported because the 
diagnosis had not been entertained, 
despite a history of obstruction and 
foul discharge for 20 years, until 
x-rays, taken following an automo- 
bile accident, showed such an 
opaque body. 

A woman 73, history of fracture of 
the nose 20 years before, since 
which time she had had right-sided 
nasal obstruction and foul-smelling 
discharge. She had not seen any 
physician during these 20 interven- 
ing years. 


F.T. Hill, Jl Maine Med. Asso. 45:24, 1954. 





Pericarditis Found at 
Post Mortem 


Only 20% of-all cases of pericardi- 
tis as found post morten was diag- 
nosed during life. A number of 
factors combine to obscure the diag- 
nosis. Acute pericarditis is common- 
ly a terminal or subterminal event 
in the course of a protracted illness 
in which for one reason or another 
full examination of the patient is 
omitted. Again the rub of a dry 
pericarditis comes and goes from 
hour to hour and day to day, and 
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the sign, if heard, may be misinter- 
preted. A small pericardial effusion, 
such as is evident on opening the 
sac, may be clinically indectable. An 
example of this last came recently 
under my own eye, in which an. ef. 
fusion of 4 oz. was found at orera- 
tion in the pericardium of a pa’ ient 
subjected to mitral valvotomy: this 
effusion was unsuspected, despite 
thorough pre-operative examinztion 
and careful fluoroscopy. 





1. G. W. Hill, Edinburgh Med. Jl., LX: 107, 1953 


Significance of Extrasystoles 


“Extrasystole,” a term in common 
usage, is not entirely correct because 
only rarely is the premature beat a 
true extra contraction. It merely 
comes early, replacing the normal 
systole. Extrasystoles are more like- 
ly to be noticed when the patient is 
at rest, especially when quietly seat- 
ed or trying to fall asleep. The rea- 
son perhaps is that the heart rate is 
slower, creating a greater opportu- 
nity for premature beats to arise 
during the longer diastolic pauses. 
Furthermore, the mind may not be 
occupied otherwise and so the pa- 
tient notice more readily that the 
rhythm is disturbed. Most extra- 
systoles disappear after exercise. Oc- 
casionally they may persist or be. 
come more numerous. Also, in rare 
cases exercise causes premature 
beats which previously did not exist. 

Most extrasystoles observed in 
medical practice occur in persons 
with healthy hearts. They can attest 
to heart disease, drug toxicity, or 
other serious trouble. When they 
occur frequently or in couples, they 
are most likely to be of pathologic 
significance. Furthermore, treatment 
of a patient with extrasystoles may 
not only relieve distressing symp 
toms but also may forestall more 
serious arrhythmias which occasion 
ally follow, such as paroxysma 
tachycardia or auricular fibrillation 


The Heart Bulletin March-April, 1954. 
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llidar (Roche) 
A dibenizazepine derivative. Indica- 
cations: vasospasm and for symp- 
tomatic relief of circulatory condi- 
tions characterized by aching, cold- 
ness, tingling and numbness of the 
extremities. Dosage: As determined 
by physician. Supplied: In bottles 
of 100 and 500 (25 mg. tablets). 


Sv. (U.S. Vitamin) 
Citrus flavonoid compound with 
Vitamin C. Indications: abnormal 
capillary permeablity and fragility. 
Dosage: 6 capsules daily in divided 
doses. Supplied: In bottles of 100 
and 1,000 capsules. 


Erythrocin Lactodionate (Abbott) 
A new soluble erythromycin salt 
—suitable for intravenous or intra- 
muscular administration. Indica- 
tions: patients who cannot take oral 
medications or in whom immediate 
high blood levels are important. Dos- 
age: Recommended is 1 to 2 mg. 
per pound of body weight, I.V. or 
IM. Use water or dextrose 5% 
solution to make solution. Do not 
use saline Solution. Supplied: 10 cc. 
vial sterile powder (equivalent to 
300 mg. of Erythrocin base). 


Fasigyn (Pfizer) 
2.5 mg. estradiol benzoate, U.S.P., 
and 12.5 mg. progesterone, U.S.P. in 
one cc. of sesame oil. Indications: 
habitual abortion and functional 
secondary amenorrhea. Dosage: As 
directed by physician. Supplied: 10 
ce. multiple dose vials and one cc. 
Steraject cartridges. 
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Kerodex (Ayerst) 
Barrier cream providing an invisible 
and elastic protective coating. Indi- 
cations: housewives’ eczema, “dish- 
pan hands,” diaper rash, poison ivy 
and other contact dermatoses. Dos- 
age: As determined by physician. 
Supplied: Kerodex No. 71 (water- 
repellent) and Kerodex No. 51 (wa- 
ter-miscible), in 4 oz. tubes and 1 
lb. containers. 


Mysoline (Ayerst) 
A new anticonvulsant. Indications: 
control of grand mal and psychomo- 
tor seizures. Dosage: As determined 
by physician. Supplied: In 0.25 Gm. 
tablets, bottles of 100 and 1,000. 


Nidar (Armour) 
Combination of barbiturates. Indi- 
cations: control of tension peaks in 
the average patient. For individual 
control of tension peaks. Dosage: As 
determined by physician. Supplied: 
Bottles of 100, cartons of 12. 


Globotrin Tablets (Patch) 
Indications: iron deficiency and per- 
nicious anemias. Dosage: Two tab- 
lets 3 times daily or as directed by 
physician. Supplied: In bottles of 
60 tablets. 


Hypnorm Capsules = ( Massengill) 
Each capsule contains sodium seco- 
barbital, 30 mg.; phenobarbital, 15 
mg.; plus an entericcoated pill con- 
taining methampthetamine HCl, 5 
mg. A somnifacient. Dosage: One 
pill as directed. Supplied: bottles of 
100 and 500 capsules. 





T'S COMBINED EFFORT 
THAT COUNTS 


It’s the combined effort of men 

“fon the rope” that finally conquers the 
wind-swept peaks. It’s the combined 
action, too, of vitamins and minerals that 
results in prompt and effective 
nutritional supplementation. 


Correlated vitamin-mineral actions of 
NuTRIsuP Chimedic—essential for efficient 
cellular metabolism and optimal 
physiological activity—have brought a 
gratifying and ready response in the many 
conditions where additional nutritional 
supplements are urgently needed. 


In pregnancy and lactation, anemia, 
during convalescence, in geriatrics, and 
subclinical physiologic disturbances, 
NUTRISUP’S 11 vitamins and 14 minerals— 
including the potent hemopoietic factors, 
vitamin By», intrinsic factor and folic acid 
—have demonstrated their combined 
synergetic actions with beneficient effect. 

Specify nuTrisup Chimedic Tablets 
whenever added vitamins, minerals and 
hemopoietic factors are needed. You can 
rely on a quick, an encouraging 
and a complete response. 


NUTRISUP.... 


VITAMIN MINERAL SUPPLEMENT 


—oO = »wr— Dw 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, Illinois 
NORTHWEST BRANCH: 5513 Airport Way, Seattle, Wash. 
WESTERN BRANCH: SOUTHERN BRANCH: 
1161 W. Jefferson Bivd., Los Angeles, Col. 240 Spring St. N. W., Atlanta, Ga. 





LITERATURE SERVICE 


Arrangements have been made to forward you the most 
recent literature available on the conditions listed below. 
Please indicate on the yellow self-mailer the information 
you desire by circling the appropriate number, 


Allergies 


| allergic reactions 
2 asthma 

3 asthma (bronchial) 
4 drug sensitivities 


Eye, Ear, Respiratory 
5 eczema 53 bronchitis 63 otologic 
6 food 54 choroiditis dermatosis 
7 hay fever coughing 64 pharyngitis 
8 urticaria eye infections 65 respiratory 


Blood, Cardiovascular 


9 anemia 

10 anemia 
(pernicious) 

I1 anticoagulant 

12 arteriosclerotic 
peripheral vascular 
disease 

13 angina pectoris 

14 Buerger's disease 

15 cardiovascular 
disorders 

16 congestive heart 
failure 

17 cardiac asthma 


Dermatology 


29 acne 

30 athlete's foot 

31 bacterial derma- 
tologic condition 

32 bed sores 

33 burns 


34 dermatoses 


Endocrinology 
43 adrenal gland 


44 cretinism 

45 diabetes 

46 exophthalmic 
goiter 

47 Graves’ disease 
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coronary 
arteriosclerosis 
coronary 
thrombosis 
chronic trenchfoot 
dietetic restriction 
hypertension 
myocardial failure 
myocardial 
insufficiency 
peripheral neuritis 
Raynaud's disease 
thromboangiitis 
obliterans 
varicose veins 


eczema 

external ulcers 
fungus diseases 
infections 

ivy dermatitis 
pruritus 

topical infections 
yaws 


hyperthyroidism 
myxedema 
pituitary gland 
thyroid gland 
thyrotoxicosis 


ear infections 
iritis 

keratitis 
laryngitis 

nasal congestion 
night blindness 


Gastrointestinal, 


71 amebiasis 

72 colitis 
constipation 
(chronic) 
cirrhosis of liver 
constipation 
diarrhea 
gallbladder and 
bile ducts 


Genito-Urinary 


83 bladder diseases 
84 cystitis 

85 kidney diseases 
86 prostate gland 
87 pyelitis 


Geriatrics 


anemia 
arteriosclerosis 
cardiac edema 
chronic fatigue 
climacteric (male) 
constipation 
insomnia 


infections 

66 sympathetic 
ophthalmia 

67 sinusitis 

68 tonsillitis 

69 uveitis 

70 vasomotor rhinitis 


Liver and Spleen 


78 gastrointestinal 
spasm (functional) 

79 gastroduodenal 
bleeding 

80 peptic ulcer 

81 staphylococcic 
infections 

82 streptococcic 
infections 


ureteral diseases 
urinary tract 
infections 
urethral diseases 


98 low blood sugar 
level 

99 protein deficiency 

100 senility (male) 

101 senility (female) 

102 vitamin 
deficiencies 





Gynecology and Obstetrics 


103 amenorrhea 

104 cervicitis 

105 climacteric 
(female) 

106 conception 
control 

107 dysmenorrhea 

108 vaginitis 

109 habitual abortion 

110 leukoplakia 
(vulvar) 


111 leukorrhea 

112 menopause 

113 menometrorrhagia 

114 pregnancy tests 

115 premenstrual 
disorders 

116 postpartum 
bleeding 

117 pregnancy 
(nausea & vom- 
iting) 


Infectious Diseases 


118 brucellosis 
119 pneumonia 


Neuromuscular 


122 analgesia 
123 joint and 
muscle pain 
124 muscle 
dysfunction 
125 muscle spasm 
126 multiple sclerosis 


Nutrition 


131 anemia 
132 avitaminoses 


120 Rocky Mountain 
spotted fever 
121 tuberculosis 


127 neuralgia 
ischiatica 

128 neuritis, diabetic 

129 osseous and 
neuromuscular 
disturbances 

130 Parkinsonism 


multi-vitamin 
deficiences 


133 impaired fat 
metabolism 

134 malnutrition 

135 mineral 
deficiences 


136 obesity 


Pediatrics 

142 bowel habits 

143 diarrhea 

144 diaper dermatitis 
145 ear infections 


138 pellagra 
139 protein 
deficiency 
140 vitamin 
deficiencie 
141 multiple 
deficiences 


146 formulas 

147 infantile eczema, 
nutritional needs 

148 scurvy 


Rheumatic and Arthritic Disease; 


149 arthritis 

150 bursitis 

151 gout 

152 gouty arthritis 

153 musculoskeletal 
pain 


Miscellaneous 


157 alcoholism 

158 barbiturate 
poisoning 

159 debridement of 
necrotic tissue 

160 edema 

161 edema (salt 
retention) 


154 rheumatic disease 

155 rheumatic fever 

156 rheumatoid 
arthritis 


industrial 
dermatoses 
meniningitis 
insomnia 
nervous tension 
psychoses 


always in season 


Sprains and strains... 
Soreness and stiffness of muscles... 
Neuralgia, arthralgia 
and kindred rheumatic pains... 


Irritations and eruptions of the skin... 


LOD B23 
cum Methyl Salicylate 


combines the stimulating and metabolic 
effects of iodine in lodex and the 
analgesic action of methyl] salicylate. 


Samples cheerfully sent on request 


MENLEY & JAMES, LTD.. 70 w. aotH st., N. Y. 18 
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PSORIASIS 


In a clinical test on 21 psoriatics who had 
ied to respond to other drugs, RIASOL 
~ared the lesions in 38% and improved 
e condition in 76% of the series. Remis- 
ons of psoriasis occur in only 1614% with 
her kinds of treatment*. 

In the successful cases treated with RIA- 
)L, the psoriatic patches faded and cleared 

an average of 7.6 weeks. Scaliness was 
opped or greatly relieved in 71% of the 
hole series; redness and papulation, in 67%. 
The cutaneous lesions responded to RIA- 
OL regardless of type or location. Results 
ere equally favorable whether the patches 
e located on the limbs, trunk or scalp. 
learing usually spread from the center to- 
ard the periphery of the lesions. 

These statistics show why RIASOL should 
e tried when other treatments fail. 

RIASOL contains 0.45% mercury chemi- 
lly combined with soaps, 0.5% phenol and 
75% cresol in a washable, non-staining, 
orless vehicle. 

Apply daily after a mild soap bath and 
borough drying. A thin invisible, economical 
Im suffices. No bandages required. After 
me week, adjust to patient’s progress. 
RIASOL is supplied in 4 and 8 fld. oz. 
ottles at pharmacies or direct. 

* A statistical study of 231 cases of psoriasis re- 


ported by Lane and Crawford in the Archives of 
Dermatology and Syphilology 35:1051, 1937. 


PROVE RIASOL 
YOURSELF 


Send for Generous 
Clinical Package After Use of Riasol 





SHIELD LABORATORIES CM-8-54 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 
(EE 
SS 2S 


Druggi: Addre: 


_RIASOL for PSORIASIS 





Chronic Relapsing Pancreatitis 


Clinical reports continue to em- 
phasize the common occurrence of 
alcoholism and pancreatitis. A sig- 
nificant history of alcoholic abuse 
was found in 32% of 29 patients with 
chronic relapsing pancreatitis. The 
incidence of chronic pancreatitis at 
autopsy in cases of chronic alcohol- 
ism has been reported as from 20 
to 50%. It is worthy of note that 
alcohol is a stimulant to pancreatic 
secretion and indirectly to gastric 
acid output. 

The incidence of gallbladder di- 
sease in pancreatitis has been re- 
ported from 40 to 70%, 4 to 6 times 
the incidence of gallbladder disease 
in the general population. On the 
other hand, women have gallbladder 
disease more commonly, yet have 
pancreatitis less commonly than do 
men. 


Tne most significant symptom jn 
chronic relapsing pancreatitis is re. 
current episodes of epigastric pain 
which radiated through to the back. 
These attacks of pain often are pre. 
cipitated by alcoholic bouts or heavy 
eating. The pain is constant and us. 
ually lasts for 24-48 hours. Nausea 
and vomiting frequently occur 
during the acute attack. During the 
acute episodes there is usually epig. 
astric tenderness, and, when the 
complication of pseudocyst occurs, 
an epigastric mass may be felt. 
X-rays may show calcification in 
50% of cases. 

Serum amylase and lipase values 
are inconstant. 


Treatment of an acute attack of 
pancreatitis is non-surgical. 


W.W. Shingleton, M.D. et al, Sou. Med. Jl, 47:45! 
1954. 


a FAVORED Menstrual Regulator 


i Ergoapiol (Smith) with Savin contains all the active alkaloids of whole ergot, to- 
gether with apiol (M.4.S. Special) and oil of savin in capsule form. One to two cap- 
sules, three to four times a day, help to promote menstrual regularity and greater 
comfort in many cases of functional amenorrhea, dysmenorrhea, menorrhagia and 
metrorrhagia. Supplied in ethical packages of 20 capsules. May we send literature? 


ERGOAPIOL (smity) with SAVIN 


MARTIN H. SMITH COMPANY « 150 LAFAYETTE STREET, NEW YORK, N. Y. 


Te 
whooping 
cough 


ounce original bottles. A teaspoonful every 3 to 4 h 
GOLD PHARMACAL Co. 


ELIXIR BROMAURATE 


GIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. In four- 


ours. 
NEW YORK CITY 


CLINICAL MEDICINE 





Dropsy 


In these United States, we are us- 
ing 10-20 times the amount of salt 
today that is required physiological- 
ly. Salt was very difficult to obtain 
in tue ancient days, in many king- 
doms was a crown monopoly, and 
was frequently paid out as wages. 
Our word salary comes from the 
fact that the Roman soldier was 
paid partly in salt (salarium). 

The virtue of salt has been car- 


ried over into speech and human . 


relationship, with such expressions 
as, “The salt of the earth” or “Let 
your speech be always with grace, 
but seasoned with salt,” or the other 
expression used in arranging guests 
at a banquet table, the places of 
honor being “above the salt.” 

Newborn babies were rubbed 
with salt (Ezek. 16:3). The Roman 
Catholic Church today still rubs 
the lips of the babies to be baptized 
with salt. The interpretation differs 
over the ages, and this custom goes 
back even before the days of the 
Bible. 

Today, we know salt as a preserv- 
ative, as did the ancients, also as 
an electrolyte that must be main- 
tained at a certain level in balance 
with other electrolytes. 


Louis Krause, Maryland State Med. Jl. 2:612, 1953. 


Frog Pregnancy Test 


. Speedy results; 1 to 4 hours. 
2. Accuracy; 99.6%. 
3. Reveals early pregnancy. 
. Reports wired free when requested. 
5. Negative findings rechecked free of 
_ charge. 
. Need 2 oz. first voided morning urine. 
. It costs less—only $5.00 to the Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 


Containers and Fee Table On Request 
Also other laboratory tests by mail. 
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NOW AVAILABLE 
CACODYNE 


An lsotonic Colloidal 
lodine Cacodylate 


Indicated: In all ARTERIAL DIS- 
EASES — Coronary, Cerebral, 
Mesenteric — Hypertension, 
Angiitis Obliterans. 


Frequency of administration is re- 
duced with improvement and 
gradually withdrawn when symptom 
free. 


For intramuscular or intravenous 
injection. 


No known contraindications. 


CACODYNE CREATES 
CARDIAC RESERVE 


For Reprints and Information 
Address 


RESEARCH 
MEDICATIONS 


INC. 


542 Fifth Avenue 
New York 19, N. Y. 











TREVIDAL 


the Ideal Antacid for the Treatment 
of Hyperacidity, Gastritis, and Peptic Ulcer 
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Fast Action 


Trevidal tablets provide fast relief 
for they disintegrate completely in 
less than a minute. 
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Protective Coating 


Regonol, a unique vegetable gum, 
assures a mucilaginous protective 
coating to irritated stomach 
surfaces. 


Seeeenen 


een 
| 


Prolonged Effect Se 
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Egraine, a special binder from oat 
flour, plus a balanced formula of 
antacids assures prolonged antacid 
activity. 


BALANCED FORMULA 


aluminum hydroxide gel, dried . . , 

calcium carbonate. . . . ... =. =. 105mg. 
magnesium trisilicate. . . . . . . . 150mg. 
magnesium carbonate. . . . .. =. =. GOmg. 
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In each tablet, this balance of slow- and fast-acting antacids 
designed to avoid constipation, diarrhea, and alkalosis. 


Prescribe Trevidal in boxes of 100 tablets, specially stripped 
for easier carrying. 
*Trade Mark {Cyamopsis tetragonoloba gum 


Organon INC. > ORANGE, N. J. 





